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TOKEN OF AFFECTION. 



PREFACE. 



This treatise is the result of an effort to give to the prac- 
titioners and students of medicinea concise, yet practical, work. 
I have not attempted to give a detailed discussion of theories 
and antiquated views of unrecognized value. Of recent years 
so much has been written upon " Asepsis and Antisepsis " and 
"Rectal Reflexes" that I have deemed it best not to set apart 
separate chapters for these subjects, but have given them suf- 
ficient attention throughout the entire work. Two chapters 
have been written that are new in a work of this kind, — one 
on " Railroadin": as an Etioloi^ical Factor in Rectal Diseases " 
and one on " Auto-Infection from the Intestinal Canal." I 
have given these subjects distinct chapters of their own, for I 
am sure that their importance has been very much underrated 
by writers generally. 

In words in which the diphthong is emploj^ed I have made 
use only of the vowel sounded ; thus, in the words hcemorrhoids^ 
faeces^ diarrJicea^ etc., I have omitted the superfluous ones, 
spelling them thus : hemorrhoids^ feces^ and diarrhea. In 
order to present a comprehensive work I have made frequent 
reference to the standard works on diseases of the rectum and 
anus and to reprints and monograj)hs too numerous to mention. 
Among the text-books which I have consulted I desire to 
mention the following: Allingham, Mathews, Cripps, Kelsey, 
Cooper and Edwards, Van Buren, Ash ton, Curling, Ball, 
Quain, Henry Smith, and Bodenhamer on hemorrhoidal dis- 
ease. I have, in each instance, endeavored to give proper credit 
to authors, and if I have failed in a single case it has been 
unintentional. 

Now comes the pleasing duty of expressing mv indebted- 
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ness to professional friends who have rendered me valuable 
assistance. 

I was fortunate, indeed, in getting Mr. Herbert William 
AUingham, of St. Mark's Hospital, London, to write two 
chapters on " Cancer " and " Colotomy," for I doubt if there is 
any man living more capable of dealing with these important 
subjects than he. 

I wish also to acknowledge my obligations to Dr. J. C. 
Stewart for valuable assistance rendered in helping me to per- 
fect the many original diagrams and drawings seen throughout 
the work ; and to my friends, l)rs. W. F. Kuhn and Daniel 
Morton, for correcting my manuscript. To my publishers, 
The F. A. Davis Co., I wish to express my gratitude for the 
many courtesies received. To The Burk & McFetridge Co., 
the gentlemen who made the many beautiful chromo-litho- 
graphic plates, I will only say that the excellency of their 
work has surpassed by far my most sanguine expectations. 
Trusting that my labors may prove to be of some practical value 
to the profession, I respectfully submit it for their perusal. 

S. G. G. 

Kansas (^ity, Mo., 

March, 18% 
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CHAPTER I. 

INTRODUCTION. 



In the whole range of surgical patliology no other class 
of diseases among civilized communities is so {)revalent, causes 
more suffering, and induces so many varied reflex and distress- 
hig sympatlietic affections as the diseases occurring about the 
anus and rectum. This is because of the structure of the anus 
and rectum, their peculiar office in the economy of nature, and 
their relation to the important organs in their immediate vicinity. 
Happily for the sufferers, no other class of complaints succumbs 
more readily to judicious and, in the majority of cases, to simple 
treatment, when properly applied at the onset of the disease. 
Unfortunately, from mistaken delicacy or carelessness, patients 
often postpone seeking proper advice until the local symptoms 
have become unbearable or the constitution seriously deranged ; 
or, from the ])rominence and severity of some one of the reflex 
or sympathetic effects, they are induced to adopt a variety of 
empirical remedies which fail in the restoration of health and 
are often productive of pernicious results. Many of these dis- 
eases spring from irregularities in habit engendered by sedent- 
ary pursuits, or they result from indulgence in the luxuries of 
civilized life. They are, therefore, more prevalent in the middle 
and upper circles of society ; though they are not infrequently 
found in all classes. 

Diseases of the rectum have been mistaken for prostatic, 
uterine, and cystic affections. This renders a careful examina- 
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2 DISEASES OP THE RECTUM AND ANUS. 

tion, botli visual and digital, absolutely necessary. Unless the 
surgeon understands the anatomy of the parts he cannot com- 
prehend the physiology of the rectum, much less the diseases 
to which it is liable. When well acquainted with it and the 
surrounding parts, he not only performs the operation with 
more deftness, but is enabled to understand the functions of the 
several organs and their mutual relations. Therefore, the sub- 
ject of the following pages cannot be introduced in a more use- 
ful manner than by briefly describing the anatomy of the rectum 
and its relation to the several organs contained in the pelvis. 



CHAPTER II. 

ANATOMY AND PHYSIOLOGY OF THE RECTUM 

AND ANUS. 

It is not our intention to go into tlie minute anatomy of 
the rectum and the anus, hut to give such information tliat the 
operator may work with a degree of intelHgence. The inferior 
portion of tlie colon and alimentary canal is called the rectum, 
— a misnomer in the human species ; the term originated prob- 
ably from the usual straight form that this organ presents in 
the lower animals. The length varies from six to eight inches 
(15 centimetres to 2 decimetres), the latter measurement 
being more common in advanced life, for as age increases the 
tortuosity of the bowel is more marked. Above it is continu- 
ous with the terminal portion of the sigmoid flexure of the 
colon, situated in the left iliac fossa, and terminating below at 
the anus. In rare instances the position of the abdominal vis- 
cera is reversed ; in such cases the rectum would necessarily 
commence on the right side. At its commencement it curves 
downward toward the right side of the pelvis three and one- 
half inches (8.8 centimetres), by which it is brought to the 
median line of the sacrum at a point opposite tlie third sacral 
vertebra; it then descends obliquely forward and downward 
for about three inches (7.5 centimetres), at which point it is 
found opposite the apex of the coccyx ; from this point it turns 
upon itself, backward and downward, for about one and a half 
inches (3.8 centimetres), thus completing its course at the anus. 
It is obvious, in introducing the finger into the rectum, that it 
should be passed upward and forward. Like the hollow ab- 
dominal viscera, the rectum has three coats, — peritoneal, mus- 
cular, and mucous, — the first being only partial, while the 
others are continuous throughout. Ordinarily it is that portion 
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4 DISEASES OF THE RECTUM AND ANUS. 

which is not covered by peritoneum that is the seat of the 

disease. 

Peritoneal Coat. 

The upper portion of the rectum is in contact with the 
sacrum, internal pudic, and sacral plexus, in front with the pos- 
terior portion of the bladder in the male, and with the uterus 
in the female. Sometimes a convolution of the small intestine 
may intervene. At its commencement the rectum is generally 
surrounded by the peritoneum, which binds it to the sacrum ; 
but lower down it covers the anterior surface only, and is then 
reflected on to the bladder, forming the recto-vesical poucli. 
The uterus and vagina are interposed between it and the blad- 
der in the female. This pouch may extend down to within an 
inch (2.54: centimetres) of the prostate ; the distance is liable to 
variations depending on the age and the distension of neighbor- 
ing organs. In the newborn it may extend to within an inch 
(2.54 centimetres) of the anus. The distance increases after 
the fifth year ; in old age with enlarged prostate the peritoneum 
goes still higher up. The distance from the anus to the lower 
portion of the fold has been a subject of much controversy both 
at home and abroad. We shall not enter the discussion, but 
will state that our observations lead us to believe that two and 
a half inches (6.35 centimetres) in the male and three and a 
half inches (9.9 centimetres) in the female, with an additional 
inch (2.54 centimetres) wlien both bladder and rectum are dis- 
tended, would be a fair average distance. 

Muscular Coat. 

This coat is thicker and stronger than other portions of the 
large intestine. It consists of two layers, — viz., circular or inner 
and longitudinal or outer. The fibres of the latter are partly 
prolongations of the colon, while some are peculiar to the 
rectum. They are more numerous in the anterior and posterior 
portions of the rectum, and by their action prevent the rectum's 
being thrown into folds as in the colon. They also seem to be 
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more abundant in the upper than in the lower portion. The 
circular fibres are neitlier particularly strong nor numerous in 
the upper portion, but become stronger and more abundant at 
the lower end of the rectum. There they form a muscular 
band, about an inch (2.54 centimetres) in width, constituting 
the internal sphincter muscle. 

Mucous Membrane. 

The mucous membrane is tliickor and more vascular than 
any other portion of the Large intestine. It contains many 
mucous follicles, which are distinct. It glides over the tissues 
beneath and is so abundant as to be gathered into folds, which 
diminish in proportion as the bowel becomes distended. Ex- 
tending from one fold to another, at times little arches may be 
seen forming small pockets, which are at the present writing 
the subject of much controversy. It is well to observe them 
closely, however, for it is an easy thing to mistake the mouth 
of one of these pockets for that of a blind internal fistula. 
The introduction of a probe will quickly settle the diagnosis 
and determine if it be a fistula or not. These follicles are very 
numerous and, under the microscope, present a honey-comb 
appeamnce. They prove of great value from their absorbing 
power, — a fact demonstrated by tlie good results derived from 
rectal medication. Sometimes enlarged papillae are to be seen 
about the anal margin. 

Arterial Supply. 

The arteries of the rectum are derived from three distinct 
sources : — 

1. The superior hemorrhoidal, from the inferior mesenteric. 

2. The middle hemorrlioidiil, from a branch of the internal 

iliac. 

3. Tlie inferior hemorrhoidal, from the internal pudic after 

it has re-entered the pelvis. 
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The Superior Hemorrhoidal. — This artery divides into 
two branches, which course along the posterior wall of the 
rectum. They are at first superficial, but soon perforate the 
longitudinal fibres and give off a number of branches, which 
anastomose on the internal surface of the rectum, not only with 
each otlicr, but with the middle and frequently with the inferior 
hemorrhoidal arteries. The main branches run parallel with 
the bowel. This accounts for the smallness of the hemorrhage 
from incisions made in the long axis and the profuseness of 
the same made at a right angle to the long axis of the bowel. 

Middle Ilcmorrhoidid Arteries. — Thev varv in size and 
take an oblique course downward to supply the middle third 
of the rectum. 

Inferior Hemorrhoid id Arteries. — They send bmnches 
upward as well as downward to anastomose with the other 
hemorrhoidal arteries to suj)ply the levator ani, sphincter 
muscles, and cellular, fatty, and tegumontary tissues in the anal 
region. 

Veins of the IIectum. 

The veins correspond in name with the arteries. The 
middle and inferior hemorrhoidal return the blood from the 
anal region to the? internal iliac. The hemorrhoidal plexus of 
eidarged and anastomosing veins is situated in the lower part 
of the n^ctum and from it proceeds the " superior hemorrhoidal 
vein," which returns the blood from the rectum proper to the 
portal system. This vein and its branches pass upward under 
the mucous membrane for a distance of about three or four 
inches (7.62 or 10.16 centimetres), then perforate the muscular 
coat, and can be seen on the outside of the bowel. Venieuil 
has laid much stress on this anatomical fact, claiming that the 
veins pass through muscular button-holes, which have the 
power of contracting around them, closing their calibre and 
preventing a return of the blood to the liver. In this anatom- 
ical arrangement, he believes, is to be found the active cause 
of internal hemorrhoids. 
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Nerves of the Rectum. 

They are derived from tlie two great classes which go to 
make up tlie nervous system, — the cerebro-spinal, from tlie sys- 
tem of animal life, and the sympatlietic, or system of organic 
life. The former arc from tlie sacral plexus and tlie latter from 
the mesenteric and hypogastric plexuses. The muscles of the 
anal region are supplied by branches of the sacral nerves, wliile 
the superficial perineal of the pudic supplies the levator ani 
and skin in front of tlie anus. The inferior hemorrhoidal (of 
the pudic) branch supplies the lower end of the rectum and 
anus. The pudic is controlled by the same part of the cord as 
the sciatic. Hence irritation from a fissure or ulcer located 
within the anus may be transferred down the limbs or to other 
distant parts. Mr. Hilton alludes to pain in the heel as a fre- 
quent symptom of fissure. The intimate relation of this nerve 
to the genito-urinary organs explains the frequency with which 
disorders of micturition are associated with rectal affections. 
The upper and middle portions of the rectum are much less 
sensitive than the lower, as has been proven by experiments 
made by Bodenhamer. The pain increases in proportion as 
the disease encroaches upon the anal margin ; hence disease, 
malignant or otherwise, situated high up may cause little pain. 
The sympathetic nerve is distributed to the rectum and anus 
and is derived from the hyi)ogastric, which is formed by 
branches from the aortic plexus. It also receives branches 
from the lumbar and sacral plexuses. 

Lymphatics. 

The absorbents of the rectum and anus are much more 
numerous than is generally supposed. They consist of two 
systems, those of the anus being distinct from those of the rec- 
tum, the former going to the inguinal and the latter to the 
sacral and the lumbar glands. This accounts for the clinical 
fact of infiltrated inguinal glands from a similar condition in 
the rectum. Mr. Cripps, however, has recorded two cases of 



8 DISEASES OF THE RECTUM AND ANUS. 

infiltrated inguinal glands when the seat of the disease was 
situated high up in the rectum. 

The Anus. 

The anus is a small oval orifice, directed downward and 
backward, situated about an inch (2.54 centimetres) in front 
of the extremity of the coccyx, between the tuber ischii (but 
above tlicm in the male), in tlie median line between the but- 
tocks. It is covered internally by integument, which is firm, 
solt, and provided with papilla), hair, and sebaceous follicles. 
The latter secrete an unctuous fluid with an unpleasant odor. 
The anus can be freely dilated, but, when closed, the surround- 
uig skin is thrown into numerous folds. 

Muscles of the Rectum and Anus. 

The muscles that especially interest us in the study of 
rectal diseases are three in number, — viz., the external and 
internal sphincters and the levator ani. 

External Sphincter. — This muscle is situated immediately 
beneath the inte<2;ument. It arises from the tip of the coccyx. 
After surrounding the anus in the form of an ellipse, it is in- 
serted in front into the central tendon of the perineum. The 
action of the muscle is to close the anus and assist in the ex- 
pidsion of the feces in conjunction with the expiratory muscles. 
Its contracting power varies in different people and under cer- 
tiihi pathological conditions. For example, it will be found 
firmly contracted when a fissure is present. In most cases of 
malignant diseases it is loose and flabby. We always antici- 
pate serious rectal diseases when there is no sphincteric resist- 
ance to the introduction of the finger. 

Internal Sphincter, — This muscle is a flat, involuntary, 
muscular band lying immediately above the external sphincter. 
It is from three-fourths of an inch (1.9 centimetres) to one 
inch (2.54 centimetres) in breadth and one-sixth inch (4.2 
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millimetres) in thickness. Its fibres are somewhat paler than 
those of tlie internal. United with this muscle are the un- 
striped bands, which arise from tlie anterior surface of the 
coccyx (recto-coccygeus muscle). Tlie recto-coccygeus muscle 
embraces the lower end of tlic rectum in a fork, and it draws 
the rectum upward toward tlie apex of the coccyx, when it is 
forced down during tlie act of defecation. 

Levator AnL — The origin and insertion of this muscle, as 
well as its action, have been the subject of much study and 
controversy. From the dissections which we have made we 
believe, with Mr. Cripps, that a large portion of the fibres 
arises from the inner surface of the symphysis and from half 
an inch (1.27 centimetres) of the anterior portion of the white 
line, and passes obliquely downward and backward to be in- 
serted on the sides of the coccvx. The fibres cross the rectum 
at right angles two and a half inches (6.35 centimetres) above 
the anus. (See Plates II and III.) 

The action of the levator ani is to compress the sides of 
the rectum and the neck of tbe bladd(n*, and in the act of defe- 
.cation, when the sphincter contracts to open the anus, it closes 
the urethra. This explains in part the well-known difficulty 
of discharging urine and feces at the same time. We have 
made two diagrammatic drawings (see plates) which show very 
nicely the relation of the levator ani to the rectum. 

This muscle also partly forms the floor of the pelvis to 
support the pelvic organs. In addition to this it has a volun- 
tary sphincteric action, which can be demonstrated by intro- 
ducing the finger into the bowel and requesting the patient to 
draw up the anus as much as possible, when a contraction may 
be felt from one and a half to two inches (3.8 to 5.08 centi- 
metres) above the anus. This Mr. Cripps attributes to the lev- 
ator ani. This action would, in part, account for the control 
of the bowel that is frequently seen after complete destruction 
of the sphincters. Again, after certain rectal operations where 
the sphincters have been thoroughly paralyzed, patients oflen 
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complain of tlie anus's jerking. This we attribute to the action 
of this muscle. 

The Rectum. 

The rectum differs from otlier portions of the large intes- 
tine in that it has no longitudinal bands and it is non-saccu- 
lated in appearance. When distended to its fullest capacity it 
fills a large i)ortion of the pelvic cavity. Internally it presents 
three or four transverse folds. According to Houston,* the 
largest one is situated three inclios (7.62 centimetres) above the 
anus, opposite the base of the bladder ; the second, at the up|>er 
end of the rectum ; the third, midway between the two just 
named ; wliile tlie fourtli (rarely present) will be found one 
inch (2.54 centimetres) above the anus. They form, as it were, 
valves which occupy from one-third to one-half the circumfer- 
ence of the bowel, the margins of which are directed upward ; 
they are located on opposite sides, thus forming a kind of spiral 
tract, the object of which is to support the fecal mass and pre- 
vent a too rapid descent to the anus. The folds become almost 
obliterated when the bowel is distended. From the study of 
the anatomy we necessarily are led to the consideration of the 
physiology of the rectum and anus, to which attention is now 
invited. 

Physiology of the Rectum and Anus. 

It is a noticeable fact, to those accustomed to making rectal 
examinations, that the rectum is found to be empty, in a large 
percentiige of cases, until just before defecation takes place. 
The prevailing opinion seems to be that the fecal mass is ar- 
rested and supported, in the upper part of the rectum, by the 
folds previously described, till just before expulsion of the 
same takes place. There has been and still is much contro- 
versy as to what produces the sensation which pn^cedes the ex- 
pulsion. Some claim it to be due to contact. This is hardly 
probable, for we have seen large masses collect where no sensa- 

• Dublin Hospital Ilopoits, vol. v, p. 158. 
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tion was felt whatever. Others ascribe it to some irritant pro- 
duced in the retained feces. This appears less reasonable than 
tlie otlier, for we know that the sensation is produced immedi- 
ately on tlie discharge of the fluid feces into the rectum in cases 
of diarrhea. While I am not positive as to what causes the 
sensation, I am inclined to believe it is of an organic nature, 
as a result of some intestinal change which takes place before 
tlie mass reaches the rectum. The peristaltic movements which 
precede defecation are increased by sphincteric resistance. At 
the proper time, however, the muscle relaxes and, by the aid 
of the abdomhial muscles (especially the internal oblique and 
diaphragm), together with the levator ani, the fecal mass is ex- 
pelled. The frequency of the evacuations depends largely upon 
habit and diet. Actions occur more frequently in males than 
in females. Normally the bowel ought to act at least once in 
every twenty-four hours. It is not an uncommon occurrence, 
however, to see patients who do not have an action more than 
once in three or four davs or even a week without the use of 
some medicine. This delay is often due to irregular habits in 
going to the stool. 



CHAPTER HI. 

SYMPTOMATOLOGY. 

Before biking up for consideration the individual rectal 
diseases we desire, in a general way, to give the symptoms 
whicli one would he likely to meet in the treatment of this 
class of diseases, and to note their value as a guide to correct 
diagnosis. Among tlici more prominent ones we miglit men- 
tion are : pain, which may b(^ confined to the neighborhood of 
the pelvis or reflected up the back or down the limbs; dis- 
charges of blood, pus, or mucus; protrusions, constipation, 
diarrhea, and itching about the anus. 

Pain. 

Pain may vary from a slight discomfort to intense pain. 
In getting the history it is well to in([uire if it is constant, dull, 
or sharp in cliaract(u'; if it is jibout tlie anal margin or high in 
the rectum, as well as its relation to defecation, to find out if 
it precede, accompany, or follow it; also as to its duration, 
and accordingly some idea may be formed as to tlie nature of 
the disease. Pain may be expected when any of the following 
conditions are present : — 

1. Fissure. 3. XTlceration. 

2. Ht'inorrhoids. 4. Morbid growths. 

Fissiwe. — In fissure the pain is very severe and out of all 
proportion to the extent of the lesion. It usually comes on 
during the act of defecation, is most intense during the same, 
and lasts for some time afterward. It is described as being 
of a hot, smarting character, severe, and radiating toward the 
coccyx. 

Hemorrhoids, — Pain due to hemorrhoids depends on the 
size of the tumor, the location, and the amount of the inflam- 

(I'i) 
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mation present. External piles, unless inflamed, cause very 
little pain. The only inconvenience is a sensation of fullness 
and heat. If the pile chance to be of the thrombotic variety, 
there will be much pain and tenderness until the clot is tunied 
out. 

Internal Hemorrhoids, — Like the external variety, they 
often produce a sensation of heat and fullness ; the pain will be 
more or less severe, depending upon the size, number, and 
location of the tumors. Should there be only one or two 
tumors situated above the grasp of the sphincter, they will 
cause very little annoyance ; while if they are large and within 
the grasp of the sphincter to such an extent as to become 
strangulated, the pain will be hitense and of a drawing and 
burning character, with a constant desire to strain down, which 
results in the tumors' swelling and acting as foreign bodies. 
They keep the sphincter in a state of spasmodic contraction 
in its endeavor to expel the same. Should the tumors continue 
to fill and the strangulation is not relieved, ulceration will prob- 
ably occur, inducing additional pain, which is likely to continue 
until the piles have been operated upon or taken nature's course 
and sloughed off. 

Ulceration, — In ulceration of the rectum the amount of 
pain depends upon the location and extent of the disease. If 
it is situated high up and is not too extensive, there will be 
a minimum amount of pain. On the other hand, when it is 
located near the anal margin, the pain is very great ; in fact, it 
increases in severity as the anal margin is encroached upon. 

Malignant Disease, — Pain in malignant disease, like that 
of ulceration, depends largely upon the extent and location of 
the disease, being much greater when situated low down. It 
increases as the disease becomes more fully developed. Much 
pain will be experienced every time the hardened feces pass 
over the diseased parts to be expelled, and after a time patients 
suffer from alteniate attacks of constipation and diarrhea. 
During the latter the pain is of a smarting, burning character, 
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and tlie straining almost unbcamble. Strange to say, in somo 
cases of malignant disease, even thongh it be extensive, little 
pain is experienced. This occurs only when the disease is 
located high up in the rectum. Because of the slight pain the 
surgeon, in all probability, will not be called until the disease 
has progressed to such an extent that little can be done. 

Protrusions. 

In getting the history it is desirable to find out if anything 
protrude from the anus. If so, ascertain if the protrusion oc- 
cur during defecation only or at irregular times, if it return of 
its own accord or if the patient return it himself, if it is con- 
stantly present, and if it is accompanied by hemorrhage. A 
protrusion, under such circumstances, might be the result of a 
variety of diseases, viz. : — 

1. Prolapsus recti. 3. Pol^'pi. 

2. Internal hemorrhoids. 4. Villous growths. 

Prolapsus. — The tumor, in cases of prolapsus, is soft and 
smooth. The color of the mucous membrane and the whole 
circumference of the bowel is involved. Its size depends upon 
the extent of the prolapsed bowel. As a rule, it induces little 
suffering unless strangulation has taken place. 

Internal Hemorrhoids, — The protrusion of internal piles 
can be distinguislied from that of prolapsus in that the tumor 
or tumors are distinct and do not involve the entire circum- 
ference of the bowel. There will be very little pain until 
strangidation takes place ; then the pain and the swelling 
become exaggerated. At an early stage of the disease the 
tumors come down, but can be readily replaced ; while in cases 
of long standing they remain outside the anus nearly all the 
time. 

Polf/pL — A polypus, like an hemorrhoidal tumor, usually 
comes out during defecation, the extent of which depends upon 
the length and size of the pedicle. It may return spontane- 
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ously or have to be returned by tlie patient himself. This 
sometimes becomes impossible, when strangulation occurs, and 
then it sloughs off. 

Villous Tumors. — These are vascular in character, but 
resemble the others just described, in that they are made to 
protrude during defecation. 

Hemorrhage. 

In the order of frequency as a symptom, hemorrhage 
comes next to pain. The blood may be voided pure or min- 
gled with feculent matter, or appear in streaks on the surface 
of hardened feces. Mucoid discharges tainted with blood are 
frequently to be seen. Hemorrhage of tlie rectum may be a 
symptom of any of the following diseases : — 

1. Internal hemorrhoids. 7. Polypi. 

2. Prolapsus. 8. Villous growths. 

3. Fissures. 9. Wounds and the presence of 

4. Ulceration. foreign bodies in the rectum. 
6. Stricture. 10. Hemorrhai^e from the stomach. 
6. Malignant disease. 

Internal HemorrJioids. — The amount of hemorrhage de- 
pends upon the case. It is usually started by straining during 
stool. In one case only a few drops will escape, while in an- 
other the flow may be very profuse ; in others there may be 
a continuous dropping for hours after stool. The hemorrhage 
is usually of a venous character. We have on several occa- 
sions, however, witnessed hemorrhages which were apparently 
arterial in character. It is not essential that the tumor pro- 
trude in order to have bleeding. 

Prolapsus, — Hemorrhage is of rare occurrence in cases of 
prolapsus unless ulceration is present. 

Fissures, — In fissures of the anus bleeding is usually scant. 
It follows defecation, is of short dumtion, and is more fre- 
quently to be seen in streaks on the hardened feces. 
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Ulceration, — In this disease the bleeding depends some- 
what upon the extent of the ulceration and its location. The 
discharge rarely consists of pure blood, but of blood mixed with 
muco-purnlent matter. Sometimes it can be seen in splotches 
on the feces. In tlie more severe cases it may become alarming, 
especially in cases of rapidly spreading, specific, or malignant 
ulceration. 

Stricture. — Stricture accompanied by bleeding is of fre- 
quent occurrence. When mixed with pus the discharge re- 
sembles coffee-grounds to a certain extent, especially when it 
has been retained in the rectum for a considerable length of 
time. 

Mallgmmt Disease. — In tliis disease bleeding almost inva- 
riably takes place. In the (*arly stage the bleeding is due to 
congestion and is sliglit ; but when ulceration commences, it 
may be profuse and either venous or arterial in character or 
both. It mav occur in the intervals of defecation. Sevenil 
cases of death from the bleeding of these growths have been 
reported. 

Polf/ifi, — Hemorrhage from polypi is rare and is seldom 
profuse. 

Villous Grouihs. — In those growtlis the bleeding may 
occur during, precedinii^, or following the act of defecation. 
It is usually slight, but at times becomes profuse. 

Wotonls (uul Forciijn Bodies, — Hemorrhage in these cases 
depends entirely upon the location and extent of tlie injury. 

Stom((cJi. — In cases of hemorrliage of tlie stomach where 
the blood has not been vomited up, it may pass downward 
and be discharwd from the rectum. Such discliar<i:es are of 
a blackish color, and may be mistaken for indications of some 
rectal disease. 

Constipation. 

The next symptom in point of frequency is constipation. 
There is nothing specially characteristic about this symptom, 
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for it may be a result of sluggisli peristaltic action or of a great 
variety of other pathological conditions, such as : — 

1. Fissures. 4. Impaction of feces. 

2. Stricture. 6. Compression of the rectum. 

3. Malignant growths. 

When caused by fissures it is owing to the patient's defer- 
ring defecation as long as he possibly can on account of the 
pain it induces. It is sometimes a symptom of impacted feces 
or compression of the rectum. Frequently it is a result of 
pressure from a misplaced uterus, enlarged prostate, or a tumor 
of some kind. Constipation is usually the first symptom to 
manifest itself in stricture of the rectum, due to the impedi- 
ment. It may be more or less severe, according to the tight- 
ness of the constriction. It very nearly always alternates with 
diarrhea in cases of malignant stricture, when fully developed. 

Diarrhea. 

Diarrhea and discharges from the bowel form a group of 
symptoms met with in many diseases occurring in the rectum. 
We think that in all cases of suspected rectal disease a careful 
examination should be made of the excreta to ascertain if it 
is natural in shape and consistence, for various unnatural dis- 
charges, such as blood, pus, mucoid secretions, and elements of 
tissue, will be found therein. Diarrhea may appear as a symp- 
tom of 

1. Ulceration. 2. Stricture. 

Diarrhea may be a symptom of any form of rectal ulcera- 
tion which becomes extensive. It is worse on arising hi the 
morning and after exercise or exposure to cold. The discharge, 
which resembles coffee-grounds, may be mixed with muco-pu- 
rulent matter and blood. In cases of stricture the diarrhea 
frequently alternates with constipation. The actions are more 
frequent, scanty, and fluid in character than in ulcemtion. 
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Diarrliea is almost invariably present in malignant disease, and 
it is not infrequently a symptom of impaction, from the fact that 
the watery portions may pass around the fecal mass and be dis- 
charged. Mucoid and purulent matters may be discharged at 
times in varying quantities. They can be recognized by their 
color and very peculiar odor. 

Feces, — x\ close examination of the feces will frequently be 
of service in making a diagnosis. Their shape may be altered 
when the calibre of the bowel is constricted from any cause, es- 
pecially when it occurs low down. In appearance, under such 
circumstances, tlie feces may resemble pipe-stems; again they 
may be grooved or flattened and ribbon-like. When soft, the 
alteration may be due to a spasmodic contraction of the sphinc- 
ter; hence, this change is not always indicative of organic dis- 
ease. Again, in cases wliere the constriction is located high up, 
the 'feces may accumulate below it and be discharged compara- 
tively normal in sliape and size. Their sliape may be altered 
from an enlarged prostate, which has been known to cause 
total obstruction, or from an impaired sphincter, because of 
their not being retained until well formed, for we know that 
fecal incontinence is not an infrequent complication of rectal 
cancer and sometimes occurs in cases of prolapsus of long 
standing. 

Pas, — Pus may be discharged from the bowel because of 
the bursting of an abscess, rectal inflammation, internal piles, 
ulceration, and in cases of stricture. The quantity may be large 
or small and the color light or dark, depending upon the extent 
of the lesion and the otlier discharges intermingled with it. In 
this connection we might add that mucoid discharges are present 
in cases of prolapsus, invagination, and villous growths, while 
tissue-elements and debris are found in the stool where extensive 
ulceration is present. 



CHAPTER IV. 

EXAMINATION OF THE RECTUM AND ANUS. 

Having considered the symptomatology of rectal diseases 
and their diagnostic import, it now remains for us to describe 
the best methods of examining the rectum which will give us 
the most information concerning cases coming to us for treat- 
ment. No patient should be prescribed for until both a visual 
and a digital examination has been made. Because a patient 
says he has piles or fistula and his family pliysician affirms the 
diagnosis, we should not be deterred from making a careful 
examination in each case to find out just what disease we have 
to combat. Those of us who treat a large number of these 
cases know what absurd mistakes both physicians and patients 
frequently make as regards a correct diagnosis. The blame in 
many instances should be placed upon the physicians, many of 
whom are only too glad to confirm the patient's diagnosis with- 
out the trouble of making an examination and proceed to pre- 
scribe some ointment or lotion when they are ignorant of the 
real disease. 

It is not an easy matter, in many cases, to get patients to 
submit to an examination, especially women. We have made 
a rule to have nothing to do with such persons unless they do 
consent, for treatment carried on in the dark will prove unsatis- 
factory, both to the patient and to the physician. If possible, 
the examination should be preceded by a thorough cleaning out 
of the bowel by some laxative followed by an enema. Unless 
this precaution is taken, when the speculum is introduced a 
view of the upper portion of the rectum may be obstructed by 
an accumulation of feces. 

Position. 

For an ordinary examination we much prefer the semi- 
prone of Marion Sims. The patient is placed on the left side 

(19) 
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on a rather higli table, the right shoulder turned away from the 
surgeon, the left arm brought backward fropi under tlie body, 
aud the riglit thigh flexed upon the abdomen. The oliice-table 
used is so constructed that by pressing on a pedal the head cau 
be lowered and the hips elevated. In addition to this, it can be 
rotated from side to side, thus enabling one to view the larts at 
a great advantage. It is the best all-round table we know of. 
It is mannliu'tured by tlie W. U. Allison Company, of ludiau- 
apotis. (See Figs. 1, 2, and 3.) 




We do not think the Marion Sims position the best one 
for making au examination liigli np in the rectum. For this 
we prefer the genu-pcctoral, especially for men. Sometimes we 
have patients stjuid in the erect position and strain down. In 
this way the diseased parts will he brought nearer the anus, 
thus enabluig us to reach an inch or two higher up. Gentle- 
ness should always be u.sed when making a rectal examination. 
By so doing much pain and annoyance can bo avoided. Before 
the finger is introduced into the rectum a careful examination 
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of the external parts should be made. By sepantting the but- 
tocks a good view of the anus and surrounding parts can be 
liad. Cracks, fissures, external hemorrhoids, excoriations, and 
discJiarges, wlien present, can be readily detected. 

The finger sliould tlien be slowly passed around tlie anal 
margin to detect any deep-seated or superficial liardness, which 
may be due to a fistula or abscess formation. Tenderness in 




the neighborhood of the anus can be readily detected in the 
same way. Eruptions of any kind — erzematnus, syphilitic, or 
otherwise — will also he noticeable. Next, a careful examination 
of the interior of the rectum should be made. Tlie finger 
should be anointed with vaselin or some other stiff lubricant. 
The patient is then reque.sted to bear down gently and by a 
boring motion the finger is passed forward and upward very 
slowly and gently. Much depends upon the tact used in maldng 
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tlie examination, for, when it is exceedingly painful, we have 
knowu patients to defer an operation, laboring under the rais- I 
taken idea that, if a simple examination caused so much pain, , 
the oijemtion would be unbearable. Much valuable information 
to the educated finger can now be obtained. First, notice the 
strength of tlic sphincter. A tight spliincter indicates a fissure, 
Tphile a weak one is suggestive of niahgnant or other grave 
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rectal disease. Then, by sweeping the finger around the rectal ] 
wall, internal hemorrhoids, internal fistulous orifices, fissures, 
ulceration, polypi, strictures, and morbid growths can be easily 
detected. Next, the prostate gland and the uterus must be 
examined, for when they press on the rectal wall they are liable 
to induce some pathological condition of the same at any time. 
If a tumor of any kind should be located, determine if it be i 
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hard or soft and, if possible, remove a small portion for micro- 
scopical examination to determine its cliaracter ; in more than 
one case a fecal impaction has been mistaken for a cancer of 
the rectum. On withdrawal, if there be any discharge on the 
finger, examine it and see whether it is blood, pus, or mucus. 

Speculums. 

The question of what speculum is best for rectal examina- 
tions is not of so much importance as one who does little work 
in this department of surgery would at first suppose. We use 
the speculum less and less every year in the preliminary exami- 




Fifc. 4.^Hii3ged Specalmn. 



nation, for, in cases where a diagnosis cannot be made after a 
thorough digital and visual examination of the outer parts when 
the buttocks have been separated and the anal margin pulled 
apart, it is difficult to make it with the aid of any of the specu- 
lums now in use unless an anesthetic is given. Wlien we have 
a doubt as regards the diagnosis, we at once insist on a thorough 
examination under chloroform, that we may determine the exact 
condition of the parts. In cases where an anesthetic is not 
given, and it is desirable to use a speculum for the effect or other 
reasons, we prefer a small, cone-shaped, hinged one (Fig. 4), 
which we have used for several years with more satisfaction 
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than any of the otliers, of wliich we have a great variety. Next 
to this we use Sims's wire or Mathews's speculum. (See Figs. 
5 and 6.) 




Fie:. 5.— »SjmH'8 Wire Speculum. 

Examination under Anesthesia. 

Examinations under an anesthetic are always satisfactory 
as far as the diagnosis of the local condition is concerned, for 
under chloroform or ether the irritable sphincter relaxes and a 




Fig. 6.— Mathews's Rectal Speculum. 



complete view can be had of the seat of the disease in cases 
where pain and spasm of the sphincter would otherwise offer 
almost insuperable obstacles to a complete exploration of the 
parts. The sphincter should be thoroughly divulsed; then, 
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by the aid of the improved speculums now in use and a good 
light, tlie lower four or five inches (10 or 12 centimetres) of 
the lectum can be seen easily, which makes the diagnosis of 
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to-day easy in connmrison with the difficulties which had fo be 
overcome in former years. We use I'mtt's bivalved specninm 
(large size) or Cook's trivalved speculum, to the exclusion of 
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all others, for examinations conducted under chloroform, and 
for operations where a speculum is indicated. (See Figs. 8 
and 9.) 

In our office we use an artificial light which consists of an 




L 



and it has given perfect satisfaction and, in addition to this, 
does away with the use of an instrument- table. With thia 
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light and the aid of a pair of vulsellum forceps, with which to 
draw tlie gut down, a good view can be liad of tlie entire ch*- 
cumference for five inches (12.7 centimetres) or more. When 
a growth is suspected liigh up which cannot be diagnosed by 
other means, the hand and arm may be inserted into the rectum 
and, by so doing, the diagnosis may be made clear. This is 
accomplished more easily in the female than in the male. The 
liand should be small, and then introduced cone-shaped with 
the greatest caution, for cases have been reported where the 
rectum has been ruptured in tliis way, resulting in death. Mr. 
AUingham, Sr., says tliat in one case he diagnosed and com- 
pletely broke up a false membrane of peritoneum which was 
holding down the bowel as it crossed the brim of the pelvis, 
and the patient made a complete recovery. The danger from 
this method of diagnosis is that of rupturing the bowel, owing 
to the walls' being weak from ulceration. In concluding an 
examination it is always necessary to press deeply into tlie left 
iliac fossa to determine the presence of tenderness or a tumor 
of any kind. 



CHAPTER V. 

CONGENITAL MALFORMATIONS OF THE RECTUM AND 

THE ANUS. 

Congenital malformatioiis of the rectum and the anus are 
of comparatively rare occurrence; still, it is essential that aU 
medical men should be familiar with the different varieties and 
the treatment required. While some malformations can be re- 
lieved easily, others cannot be helped by the surgeon. Rectal 
malformations result from arrostcnl fetal development of the 
rectum and anus in early fetal lile. We shall not have the 
space to f^ive in detail the development of the lower bowel 
in this volume, a full detail of which can be found in sys- 
tematic works on embryology. There are many varieties of 
malformations ; and nearly all authors vary some in their 
classification. 

We are of the opinion, however, that the most simple 
and practical classification is that of Holmes, with slight 
modifications, as given by Cooper and Edwards, which is as 
follows* : — 

Imperforate Anus. 

"Congenital narrowing of the anus without complete 
occlusion, but sometimes accompanied by a fecal fistula. 

" Closure of the anus bv membranous tissue. 

" Entire absence of the anus, the rectum ending in a blind 
pouch at a varying distance from the perineum. 

" Imperforate anus with fecal fistula opening either into 
the vagina, male bladder, urethra, or upon the surface of the 
body." 

* Diseases of Hectum and Anus, by Cooper and Kdwards, page 44. 

(28) 
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Congenital Narrowing of the Anos without Complete 
Occlusion. 
Narrowing of the aims or rectum witliout complete occlu- 
sion comprises the least serious form of the i)r('cediiig classifi- 
cation. The anal a]>ertnre is at times jireteniaturally small, 
either in consequence of a contraction of the lower end of the 
rectum or from the skhi's extending over the border of the 
aiial margin. The outlet may be sufficiently large to let the 




meconium drain away, or so small that an escape of the excre- 
mentitious matter is impossible. (See Fig. 11.) 

The symptoms, when pronounced, will be vomiting and 
abdominal distension ; when only slight, consti|)ation and a dif- 
ficulty in voiding the feces only will be noticed. The diagnosis 
is usually easy, for the contraction is near the anus and can be 
readily detected with the finger, or it can be seen when due to 
a fold of skin extending across the anus. 

Treaimeiit. — The treatment consists in dividing the ring or 
skin with a bistoury on the dorsal surface, after which the parts 
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should be thoroughly cleansed and antiseptic dressings applied. 
The finger or a soll-riibher bougie should be inserted hito the 
bowel daily, covered witli balsam of Peru, to keep the opening 
well dilated and the wound in a healthy condition. Any fistu- 
lous openings into the vagina generally close up after the outlet 
has been made sufficiently large to allow the excremeiititious 
matters a free e.\it. 

Closure of Anus by Membranous Tissue. 
The second variety of imperforate anus also constitutes one 
of the simpler forms. The anus may be well formed and the 




Fie. 13.— Clusuro of tbe Anus by Mei 



bowel continuous, but tlie meconium is retained by a mem- 
branous partition (see Fig. 12) which stretches across the 
rectum above the anus. This membrane may vary in thickness, 
but is usually thin. The diagnosis is made by digital exami- 
nation or by the aid of a probe ; from the retention of the 
meconium and the bulging of the bowel, it is clearly visible 
when the child cries. Spontaneous rupture has been known to 
occur, thus afi'ording au exit to retained matters. 
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TreatmeiU. — Something should be done at once or tlie oc- 
clusion may result in increasing abdominal distension, vomiting 
of the meconium, collapse, and deatli. A free incision should be 
made througli the centre of the membrane, which will be followed 
by a discharge of the ho wel-cou tents, affording reUef at once. If 
the finger is inserted into the anus daily, t;impons to separate 
the anal walls can be discarded. Sphincteric power is usually 
well developed in these cases ; consequently patients have little 
difficulty in retaining the feces after tiie operation. In cases 
where the end of tlie rectum does not extend so far down as the 
anus, it should be dmwn down and stitched to the anal margin. 




Fig. 13.— Impeitorato Anus, the ICectum TennlDalli^ Far Above In a Blind Pouch, 

Entire Absence of Anos. 
In this class one may expect to find some of the most diffi- 
cult cases of congenital malformation, though some are com- 
paratively simple. Instead of a normal anus, the tissues extend 
across the anus from one side to the other, and the rectum may 
terminate quite a distance above the normal site of the anus. 
(See Fig. 13.) Tlie intervening space may be made up of 
connective tissue, while a circular elevation or depression marks 
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the natural site of the anus. In many of these cases the pelvic 
measurements will be considerably reduced. The diagnosis is 
made by pressing tlie abdominal contents down with one hand, 
while palpation is being made to tlie perineum with the other to 
ascertain if the distended pouch can be located or any impulse felt. 
If tl)e perineum and the pouch are more than an inch (2.54 centi- 
metres) from eacli otlier, no impuls(» can be felt; while if it be less 
the impulse can usually be detected. In females an examination 
per vagina will at times be of material service in locating the 
poucli. If symptoms are not urgent, one is justified in delaying 
the operation, to see if the sac will not become so distended that 
its exact location can be determined. 

Treatment, — When tlie pouch has been located, an incision 
should be made in the median line from the centre of the 
perineum to the tip of the coccyx, and all tissues dissected down 
until the tense pouch is reached, opened, brought down, and the 
edges sutured to tlie walls of the incision somewhat similar to 
the operation for inguinal colotomy, being careful that the edges 
of the mucous membrane and skin are carefully united. Then 
cleanse the parts thoroughly with some antiseptic solution and 
put on dry antiseptic dressings, which should be removed daily 
and a bougie inserted and retained for some time, that too much 
contraction may not follow. If the pouch is situated high up, 
or if its location cannot be determined, the operator should so 
state the circumstances to the parents, and with their consent at 
once perform left inguinal colotomy, being careful to make a 
good spur and to see that the skin is well sutured to the mucous 
membrane so that a prola[)sus will not occur. It is well to 
remember that, in children, the sigmoid may be located on the 
right side. This anatomical arrangement may be the cause of 
some difficulty in locating the gut. 

Imperforate Anus with Fecal Fistula. 

In this class the anus is absent, but a communication 
exists between the rectum and the vagina in the female (see 
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Fig. 14), the urethra or bladder in tlie male (see Fig. 15), or 
between tlie bowel and the surface of the body at some point 
near the anal region. 

FECAL FISTULA TERMINATING IN THE VAGINA. 
When the fecal fistula terminates in the vagina the open- 
ing will be larger than when it termhiates in the urethra and 
will be found in the posterior or lateral wall ; the exit in such 
a case is frequently so large that the meconium and contents 




of the bowel can be discharged and distension is prevented. 
Women have been known to live to an advanced age with this 
malformation without being conscious of any abnormality. As 
a rule, however, tiiey suffer very much from pain, ulcemtion, 
and excoriations of the parts. 

Treatment. — The treatment is comparatively simple. A 
probe or groove director is passed through the recto-vaginal 
aperture to a point in the perineum where it is intended to 
make the anus; it is then cut down upon. The rectum should 
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then be brouglit down and sutuied and tlie opening in the 
vagina closed. Some encourage tlie laying open of all the 
tissue from tlie tistula to the natural anal (wsition and let heal- 
ing take place by granulation. Others ]mie and suture the 
edges of the opening in the pouch to those of the skin. It 
seems to us that, so long as the i«itient does not suffer from 
distension and can control the bowels satisfactorily, oijerative 
interiei-ence is uncalled ior. 




FECAL FISTULA TERMINATING IN TUE URETHRA. 

Imperforate anus witli the rectum opening into tlie bladder 
or urethra is a far more serious condition. When it opens 
into the urethra, tlit! opening is usually very small. (See Fig. 
16.) Naturally, this occurs more frequently in the male than 
in the female, on account of the lengtli and the narrowness of 
the urethra. The opening is always very small; the meconium 
is unable to pass out, and at an early peiiod distension is 
noticeable. The watery portion of the rectal contents oozes 
out at first, hut as the feces acquire consistency obstruction 
will take place, and the lile of the patient becomes endan- 
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gered. In an exceptional case, recorded by Mr. Page,* the 
patient, a man 54 years old, had throughout his life voided 
his I'eces and urine by the urethra. Soon after birth the 
imperforate anus was discovered, and an attempt was made to 
establish an opening in the natural position, whicli did not 
prove a success. At the age oC 10 obstruction occurred, and 
temporary relief was afforded by incising the urethra in front 
of the scrotum. Through this opening he, with difHculty, dis- 




Plg. le.— Impeiforata Aaiis. tlie Itcvtiiia Tcruiinatine in the Urethra. 

chained his feces and urine with the assistance of aperient medi- 
cines for some time. Coiitmction of the fistula and the block- 
ing of the urethra finally led him to seek relief; but he refused 
assistance further than an enlargement of the fistula, alttiough 
Mr. Page found that a probe could be passed through the anal 
aperture. The urethra was accordingly split up and tlie mucous 
membrane sutured to the skin, tlius converting the fistula into 
an opening of foir size. Four months afterward the patient 

■ BrltJab Medical Jounwl, voL U, pp. 870-888. 
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reported ttiat he was comfortable and that his bowels acted 
regularly witliout medicine. Many other interesting cases have 
been reported wliere the bowel-contents have been discharged 
by the uretlira for a greater or less period of time, causing little 
annoyance in some, while others suffered greatly, living for 
months until obstruction occurred and death ensued. 

Treatment. — When this form of malformation exists an 
operation for obtaining an exit at the natural site should not be 
delayed, owing to tlie serious symptoms which accompany dis- 
tension. The operation is performed by cutting down through 
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the natural site of ttie anus until the pouch is reached, opened 
and sutured to the skin, and tiie fistula closed. In some cases 
the rectum opens into the bladder and, in such cases, the 
meconium and urine will be mixed and voided through the 
urethra. The cliiid may survive for a short time, but a fatal 
tormiiidtion is almost ceitsiin unless something is done, although 
cases are on record where adults have continued to discharge 
their feces through the urethra with comparatively little incon- 
venience. There is very little to be done from an operative 
stand-point, further than to keep the urethra dilated sufficiently 
that the contents may escape, unless we do a colotomy. 
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FECAL FISTULA OPENING UPON SURFACE OF BODY. 

Imperfomte anus with fecal fistula opening upon the sur- 
face of the body presents a variety of forms, the openings being 
differently situated ; there may be one or a number of them ; 
the most common site is some point in the perineum. If the 
opening is small and obstruction has taken place, make an 
incision with a probe-pointed bistoury, enlarging the opening 
in the median line or as near as possible. Then, if the edges 
of the rectum can be brought down to the margin of the wound 
and sutured, a fine result may be looked for. The opening at 
times may be located in the scrotum, the base of the penis, the 
gluteal, or lumbar, or sacral regions. 

Treatment, — The treatment differs according to location. 
The principal feature, however, is to establish the outlet at or 
as near to the natural seat of the anus as can be done. If pos- 
sible, unite the edges of the skin and mucous membrane. Not 
infrequently an operation is impossible ; then the only thing to 
be done is to enlarge the fistula to such a degree that the con- 
tents may be discharged with as little discomfort to the patient 
as possible. While operative interference does not meet with 
as much success as we could desire, yet much comfort can be 
rendered the patient and life made at least worth living. 

Imperforate Rectum. 

It now remains to consider the cases belonging to this 
class, — viz., those in which the rectum is imperforate, but the 
anus is in the natural position. These, according to the classi- 
fication adopted, may be divided into two classes. In the first 
of these the obstruction in the rectum is membranous in char- 
acter. (See Fig. 18.) In the second there is a total deficiency 
or an extensive obliteration of the rectum. The attention of 
the surgeon is not called to these cases, as a rule, until the symp- 
toms have become urgent, from the fact that the anus is in the 
normal position. The attendants naturally look elsewhere for 
a cause of the symptoms until distension occurs. I have myself 
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seen a case of tiiis kind in hospital inactice, due to a mem- 
branous septum exteudiiif^ completely across the rectum about 
one inch (2.54 ceutimctix-s) above tlie anus, wliich was readily 
detected by the introduction of the finger into tlie anus. I at 
once incised the membrane, washed out the bowel, and left a 
small rubber boufjie to be i)asscd daily for a few weeks. The 
cliild completely recoverd. When tlie obstruction is due to a 
membrane, tliis treatment sliould be carried out under antiseptic 
precaution and success will follow. In the second class, where 
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the rectal pouch may be situated too liigh to get any impulse, 
the child's life is in great danger. 

Ticufmeiif. — The oiierative procedures at our command 
are two; first, by dissecting up to the gut from the perineum; 
second, performing colotomy at onee, for the cliild must have 
immediate relief If, after a thorough examination, the pouch 
seem to be witliin reach, tlie former may be tried; but if there 
is reason to believe that the poudi is so high up that it cannot 
be reached or that the rectum is abnormally developed, a 
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colotomy should be resorted to at once. When the artificial 
anus has been once csUiblished, if the indications should 
warrant it, an attempt can be made to restore tlie anus at 
the normal site. Dr. Byrd, of St. Louis, operated on a case 
of this kind by introducing a sound tlirough the artificial anus 
and pushing the pouch downward in order to more easily reach 
it from below. He made an incision about two inches (5 centi- 
metres) deep upward from tlie anus and back to tlie coccyx large 
enough to permit tlie passage of the index finger. The sound 
was then carried downward until within one-eighth of an inch 
(3 millimetres) of the finger passed from below. When it could 
pass no farther with ease, it was forced through the intervening 
tissues and out the anus. In the after-treatment much ingenuity 
was displayed in trying to get the mucous membrane toward 
the opening, but the subsequent history was not given. It was 
thought that the artificial anus would close without further 
operative procedures than the wearing of a well-fitting pad. 
Cases have been reported where the opening in the groin was 
closed with success, while others were not so fortunate. 

In bringing this chapter to a close, we desire to mention 
that the death-rate in cases of malformation is high, even in 
simple cases where only a puncture has been made, though not 
so high as where, owing to the liability to constriction, an 
attempt has been made to establish an artificial anus at the 
natural site. 

The following feible is taken from Cripps, and shows the 
mortality in one hundred cases operated on by him: — 

1. Colon opened in the groin, . . . .16, died 11 

2 a u u u u Q a o 

« . . • . o, ^ 

3. Puncture, 17, " 14 

4. Coccyx resected, 8, " 5 

5. Perineal incision or dissection, . . . 39, " 14 

6. Comniuniciition between rectum and vagina, 14, " 1 

7. Miscellaneous, 3, ** 3 

Total, 100 " 50 
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This report shows a death-rate of 50 per cent. This 
certainly is not encouraging, yet, on the other hand, probably 
all would have died if an operation had not been performed. 

In this chapter we have not attempted to treat of any 
varieties of malformations except tliose of the most frequent 
occurrence. Those desiring a more lengthy description of the 
varieties and treatment of malformation of the rectum and anus 
we respectfully refer to the excellent works of Bodenhamer, 
Curling, Cripps, and Ball. 



CHAPTER VI. 

PROLAPSE OF THE RECTUM. 

Prolapse of the rectum has been very improperly denomi- 
nated prolapsus ani by many liigli in authority. Since the anus 
is merely an aperture with a fixed point, it cannot therefore be 
prolapsed. It may be everted to a certain extent, but it cannot 
be prolapsed. Prolapsus of tlie rectum signifies tlie descent of 
a portion of the bowel through the anus, which, in the normal 
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state, is within and above that aperture, the protrusion consisting 
of mucous membrane, either alone or combined with other coats 
of the rectum. Between these extremes there are many inter- 
mediate varieties. Again, we may have the upper portion of 
the rectum invaginated into the lower. From a practical stand- 
point we have three varieties of prolapsus of the rectum, viz. : — 

1. Prolapse or the iniicoua membrane alone. 

2. Prolapse of tlio rectal coals, and, when extensive, tlie 

peritoneum will be pnlleil down as well. 
8. Prolapse of the upper portion of tlie rectum into the 
lower, called invagination or intussusception. 

(41) 
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Prolapsus of the Mucous Membrane. 

Tliis we Imve found to be tlie most frequent variety. (See 
Fig. 20.) Dnriny iiormul defcciiticn tlie narrow ring of mucous 
membrane protvutles from tlie anus, wliicli returns wlien the act 
is completed. Tliis is quite noticeable among some animals, 
as tlie horse. It occurs more frequently among children than 
adults. 

Cinuies. — The acute rases are found in children, and are 
usually produced by stminiiig at stool, as a result of constipation 
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or diarrhea, especially in those of a tubercular diathesis. Phi- 
mosis and stone in the bladder not infrequently cause this con- 
dition, as a result of the constiint straininfj during micturition. 
In children, owing tn the straightuess of the sacrum, prolapsus 
is more liable to oeeur, Ilelaxation of muscles and of other 
structures may also bring about this condition. Prolonged or 
violent coughing or screaming may also produce prolapsus; 
]>aralysis and ulceviition of the sphincter may cause it; polypi, 
internal hemorrhoids, or other ibreign bodies in the rectum 
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wliich produce straining may be classed as causes. The pro- 
lapsus may be immediate, as a result of coughing, vomiting, 
etc., or it may come on gradually. The more often the bowel 
comes down, the more the parts become stretched and relaxed, 
thus favoring a rej^etition of the prolapsus. 

Symptoms. — In recent and mild cases the protruded portion 
consists of a ring of mucous membrane, which comes down 
about one inch (2.54 centimetres) when the bowels move, and 
returns spontaneously, or by the patient^s assistance, after the 
act is completed. At times there is much pain and the protruded 
mass is red and bloody. This is especially so if there be any 
ulceration. Otherwise there will be no pain, and the tumor will 
be of a deep-red color and marked by crescentic folds. When 
considerable time has elapsed after the protrusion first occurred, 
it may become congested and difficult to return. In cases of 
long standing the protruded mass is easily reducible on account 
of the weakened sphincter, but will not remain long at a time. 
Prolapse may be distinguished from a i)olypus by its softer feel- 
ing, uniform, smooth, appearance, and the absence of a pedicle; 
but it is not always so easy to diflferentiate between protruded in- 
ternal hemorrhoids and prolapsus. A careful examination with 
a practiced eye and touch will allay any doubt, however. In 
prolapse we have a tumor that involves the entire circumference 
of the bowel and has a soft;, velvety feel. In other respects it 
resembles the normal mucous membrane and has a slit in 
the centre of the protruded portion ; while the hemorrhoidal 
tumors, hard or smooth and lubricated, are always separate and 
distinct, have a definite feel, and are more easily movable. 

Prolapse op the Rectal Coats. 

This form of prolapsus (see Fig. 21) does not occur nearly 
80 frequently as the first variety. It differs from it in that the 
protruded mass is composed of all the coats of the rectum and 
the peritoneum as well, when it is extensive. When the prolapse 
extends down more than two and one-half inches (6.35 centi- 
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metres) it is well to look out for folds of peritoneum ; for within 
tliere may be coils of tlie small intestine. This variety comes 
on move j;:radiially than the other and occurs less frequently in 
children tlian in adults. Tlic protrusion is pyriform in shape 
and at the lower extremity a slit-like oj^ning may be seen, Bur- 
rouiuled hy folds of the mucous membrane and portions of the 
muscular coat. In this vari(?ty there is no invagination. This 
can be determined hy follouiiig up the tumor (see Plate IV) 
witii the finger and it will be found to be continuous with the 
rectal coat. Wlien iTivagination is present a deep sulcus can 
be detected between the annular ring and the protruding mass. 
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This variety is the least likely to 1)0 confounded with hemor- 
rhoids or i>olypi, A complete examination will at once reveal 
the c(»iKlition present. Complete prolapse may assume very 
great pniportions. liir In rare iustjinces the greater portion or the 
entire c<»Ion may be protruded through the anus.* 

Sunijitiiiiis. — Tlie symptoms are similar to those of the first 
variety, hut are of a more aggmvated foi'm ; the pain is not 
severe, !is the lower ])ortioTi of the mucous membrane has a low 
state of sensibility. Mucus is almost constantly discharged, and 
it is mixed with pus when idceration is present. The most 
marked symiitom. however, is the ineoutinence of feces, which 
is present, to a gn-ater or less degree, in all severe cases. Compli- 
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cations of complete prolapse are to be watched, the chief danger 
being due to the envelopment of the peritoneal coat. When 
this coat comes down, it is liable to contain coils of the small 
intestine or one of the ovaries. Tliey are to be looked for in 
the anterior half of the prolapse. As a rule, when a loop of 
the small intestine is included, it can be detected by feeling it 
slip on pressure. When present this condition can be properly 
designated hernia of the rectum^ and noted as such. According 
to AUingham, when hernia is present, the opening of the gut is 
always directed toward the sacrum, and, whem reduced, it im- 
mediately returns to its normal position. Another complication 
to be looked for is the spontaneous rupture of the rectal wall, 
for several such cases are on record. 

Prolapse of the Upper Portion of the Rectum 

INTO THE Lower. 

In treating this variety Kelsey substitutes the term invag- 
ination for ^>roZaps6, which he thinks more aptly expresses the 
condition. We prefer, however, to speak of it as a prolapse 
and differentiate between it and the other varieties referred to. 
In the first and second varieties the lower portion of tlie rectum 
slips down through the anus, while in this form the lower 
portion of the rectum retains its normal position and the upper 
portion is telescoped through it. Tlie lower portion of the 
bowel may come down in the upper part and remain there, or 
in extreme cases protrude from the anus a great distance. The 
diagnosis can be made by passing the finger around the invagi- 
nated mass within the bowel. Wlien the protrusion is small 
and of recent date, it can be replaced easily, though it is likely 
to appear again when the bowel acts. In cases of extreme pro- 
trusion replacement becomes difficult and painful ; but after it 
has existed for a time the anus becomes patulent and the 
sphincter loses its elasticity so much that every time the bowels 
move or the patient makes tlie slightest exertion the mass pro- 
trudes, thus rendering life almost unbearable. 
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Prognosis. — In giving a prognosis in any case of prolapse 
it is well to bear in mind that, when the mucous membmne 
alone is involved, a spontaneous cure is frequently effected. 
Simple remedies, however, often assist nature to a speedy cure. 
In severe cases no such happy results may be looked for, espe- 
cially in the aged. In old cases, where thickening has taken 
place, nothing short of a surgical procedure will effect a cure, 
and this may have to be repeated. So it is not well to commit 
one's self as to the time it will require to effect a cure. 

Treatment, — It matters not with which variety you are 
dealing; an effort must be made to return the mass. This 
usually can be accomplished without an anesthetic, in the fol- 
lowing manner : Place the patient, if a child, across the mother's 
knee, face down ; if an adult, he may be placed in a similar 
position on a table or bed with the head lowered. First clean 
all the protruded mass and place a soft, clean, well-oiled cloth 
over it ; then make gentle pressure over the whole mass of the 
tumor for several minutes, endeavoring to reduce the size of the 
mass by pressing out any fluid in the rectal coats. Next, en- 
deavor to return the more central part of the mass first, since it 
was the last part to come down. The reduction can be accom- 
plished in many cases with very little difficulty. To prevent 
the bowel's coming down immediately after the reduction, apply 
pressure for some time to the anus; for this we prefer cotton- 
wool, a pad of gauze, or a soft sponge supported by a T-bandage. 
In case the mass has become swollen and painful, chloroform, 
which will materially assist in tlie reduction of the same, may 
be administered. After the reduction the patient should rest in 
bed with the nates drawn togetluu* tightly. We well remember 
seeing a number of cas(»s treated by Dr. Seneca 1). Powel, while 
we were housosuri^eon in tlie New York Post-Graduate Medical 
School and Hospital. The following is his plan of treatment: 
After pulling the tw^o buttocks together, he places strong stmps 
of adhesive plaster, which are to be worn all the time, from one 
to the other. After defeaitiou the parts are cleaned and new 
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straps substituted. We have never seen this plan fail when 
used by him. In our own practice we have found this pro- 
cedure to be of great assistance in many cases. The plaster 
proves beneficial from the fact that it supports the spliincter 
during the intervals of defecation and diminishes lateral trac- 
tion while in the squatthig position. In cases where it is not 
advisable to use the straps or other support, tlie patient should 
be required to defecate in the recumbent position, using a bed- 
pan, or else he should occupy the erect posture. The bowel 
should be trained to act just before bed-time, thus enabling tlie 
patient to lie down immediately thereafter. In all cases of pro- 
lapsus an examination should be made to ascertain if there is 
any other local patliological condition, such as hemorrhoids or 
polypi, that would be likely to keep up an irritation or produce 
straining. If there is it must be corrected, else the treatment 
inaugumted for tlie cure of the prolapse will prove to be of no 
avail. The treatment is : — 

1. Palliative. 2. Radical. 

In children the palliative will usually prove satisfactory. 
The first thing to do is to look after the general health, and if 
a tonic is indicated it should be prescribed at once. Next, 
direct attention to the bowel and see that the child has at least 
one free action daily. This can be done by instructing the little 
one to go to the closet at the same hour every day, and to 
devote the whole time there to emptying the bowel. The pal- 
liative treatment is, to a certain extent, routhie, and consists 
principally in the local application of astringents, or the injec- 
tion of the same into the prolapsed gut, which should be imme- 
diately returned. The daily injection of cold water into the 
bowel just previous to the patient's going to stool acts ad- 
mirably. The astringents recommended for the cure of pro- 
lapsus are many in number. Some of those that have stood the 
test of time are: tincture of iron, tannin, alum, sulphate of and 
chloride of zinc, etc. We have been in the habit of using a 
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solution composed of pulverized alum, two drachms to the pint 
of water, with which the protruded mass was washed off before 
it was returned withhi the anus, and have been much pleased 
with the results. A decoction of black-oak bark acts equally 
well. When mild remedies fail to give relief, Allingham* rec- 
ommends the application of nitric acid. On the other hand, 
Mathews t deprecates its use in strong terms, and reports a case 
in which a bad result followed its use. In our experience the 
application of nitric acid has resulted in a cure in nearly every 
case where we have used it. It is never employed except in 
the treatment of prolapsus in children, when it is necessary to 
grease the surrounding parts with vaselin to protect them, and, 





Fig. 22.— I'rolapsus Aiii Truss. Pig. 2a.— Rectal Plug. 

further, to neutralize any excess of the acid with common soda. 
Kelsey J claims to be the first to cure prolapsus by the injection 
of carboHc acid into the protruded mass, and in the same manner 
as for tlie cure of hemorrhoids. The subcutaneous injection of 
ergotine into the perineum and immediate neighborhood of the 
anus has been highly recommended. We have had no experi- 
ence with the injection method ; consequently, we can neither 
decry nor commend it. In concluding tliese remarks on the 
palliative treatment, we desire to recommend rectal plugs (see 
figures), which are made in various sizes, to keep the bowel 
from protruding. The rectal plug consists of an oval knob of 
vulcanite with a slender shank, around which the sphincter con- 
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tracts when it is introduced into tlie anus. We are indebted to 
Mr. liall, of Dublin, for this ingenious device, which he has 
found to be of great service. It was invented by one of his 
patients. (See Fig. 23.) 

Operative Treatment. — When paUiative measures have 
failed, it will be time to direct atteutiou to operative piocedure 
for the cure of this disease. It is pleasing to know that in this 
way relief can be given in nearly all cases. We shall not at- 
tempt to describe all the o[)erations 
devised for the cure of prolapse, but 
will give briefly those that appear 
preferable. The cure of this condi- 
tion involves several objects, viz.: — 

1. To cause adhesion of the 
coats of the rectum. 

2. To remove redundant tissue 

3. To reduce tlie size of the 
anal orifice. 

We place at the head of opera- 
tive procedures the actual cautery, 
which has been brought prominently 
before the profession by one of our 
American surgeons, Van Buren.* 
It has been sanctioned by Cripps 
and many other authors on rectal 
diseases, and is used as follows: 
Tlie bowel havhig been thoroughly 

opened on the previous day, place the patient on the table 
in the Sims position, anesthetize him, and reduce the pro- 
lapse ; introduce a speculum which will separate the parts 
amply, and with the Paquelin thermo-cautery (narrow point) 
make a number of parallel lines an inch apart, beginning three 
inches (7.62 centimetres) above and terminating at tlie outer 
margin of the anus. (See Case II.) These lines are to be made 
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deeper and nearer together, if tlie severity of the case demand 
it. In this way we get tlie full effect of the cautery in pro- 
ducing rectal cicatrices. We have followed this plan in treating 
many cases of prolapse, some of which were very severe, and 
we have found it eminently satisfactory ; though, in a few cases, 
we had to repeat it two or three times, but finally obtained a 
cure. In mild or severe forms of prolapse, elliptical portions 
of the mucous membrane may be removed with the Gant clamp, 
scissors, and cautery, or the edges sutured together with carbo- 
lized catgut before tlie clamp is removed. Removal of the pro- 
truded mass may be done with the clamp and cautery and elastic 
ligature ecraseai\ or by tlie knife, the last being preferable in 
the larger proportion of easels wlu^re n^moval of the entire cir- 
cumference of the bowel is desirable. Such men as Allingham* 
and Cripi)s do not look upon excision with much favor. Some 
objections which suggest themselves are the danger of strictures 
following the operation, as well as the danger of wounding the 
small intestine (hiring tlie opcMation, should a heniia be present. 
While we cannot commend tiie operation of excision as one to 
be resorted to in the majority of cases of prolapse, we must admit 
that it is c(*rtainly of gn*at value in some cases, and deserves 
to be mentioned in this connection, lielieving the prolapsed 
condition to be due to an abnormally lengthened mesentery in 
severe cases, Allingham, Jr., has devised an operation for its 
cure, which is done by incising the abdominal wall on the left 
side about the owWx third of Poupart's ligament; the rectum 
is then seized and drawn up, the mesentery sutured to the 
abdominal wall, and the wound closed. The object to be 
hoped for is to ])roduce a firm adhesion so that the upper 
part of the rectum will be prevented from being intussus- 
cepted into the lower. W(» had the pleasure of witnessing this 
op(*ration by Dr. Allingliam while in London, and desire to say 
that we were favorably im])ressed with it, though, as yet, we 
have not had an op])ortunity of pcn'forming it. Dr. F. I^ing, of 
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New York, devised an operation whereby he hopes to cure the 
prolapse by reduction in tlie cahbre of the bowel as well as by 
the narrowing of the muscular ring. Verneuil, of Paris, en- 
deavors to overcome the prolapsed condition by raising the 
bowel and attaching it in the region of the coccyx. Both 
of these operations have their good points, but space forbids 
their further discussion in this work. 

ILLUSTRATIVE CASES. 
Case I. — Prolapsus due to Summer Diarrhea. 

A little girl, 2 years old, was brought to the dispensary to be treated 
for piles. Her mother said that the child had been suffering from summer 
complaint for three weeks and that the stools were frequent and caused 
much pain and straining; while on the chamber half an hour before, the 
piles came down. I placed the child across my knees, flexed the limbs, 
and a tumor the size of a hen's egg (Fig. 20) presented itself just without 
the anus. The tumor was soft, smootli, and globular in shape, with a 
slit in the centre, and was of equal size on each side of the anus. The 
case proved to be a typical case of prolapse of the mucous membrane. 
The sphincter was relaxed, and every time the tumor was returned within 
the bowel it would immediately re-appear. 

Treatment. — Chloroform was administered and the tumor reduced; 
then the cautery-point was introduced up the bowel for two inches (5.08 
centimetres) and then brought down and outward. This was done a 
number of times, until there were a number of parallel lines about half 
an inch (1.3 centimetres) apart. A piece of gauze smeared over with 
vaselin was placed in the bowel to keep the rectal walls separated. 
The buttocks were then strapped tightly together with adhesive plaster 
to support the anus during straining. An opiate was given to tie up the 
bowels and the clyld sent home. Two days afterward the straps were 
removed and a good action followed ; then they were replaced and kept 
on for four weeks, when she was discharged. Three months later I saw 
her again. She had been perfectly well ever since the operation. 

Case II. — Extensive Prolapsus of all the Rectal Coats. 

Dr. Pollard, of Braymer, Mo., came to me to have an operation 
performed for prolapsus of the rectum and gave the following history : 
Age 38 ; country practitioner ; general health good except that he suffered 
more or less from constipation and headache. He seldom had actions 
more than twice a week, and then they were attended with violent strain- 
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ing and protrusion of the bowel. Sometimes only the mucous membraue 
would be everted ; iit other times all of the rectal coats would come down 
for several inches, and, when not i)romi)tly returned, would swell up and 
were very dilllcult to reduce. 

Treatment. — He was anesthetized and the cautery applied deeply 
into the mucous membrane after Van Huren's metho<l. It was then 
pressed deep down into the external sphincter in three different places, 
at equal distances apart, to insure contraction. The bowels were tied up 
for a week and the diet restricted to milk and soft-boiled eggs. On the 
seventh day, after taking a Seidlitz powder, he had a copious movement; 
the bed-pan was used and he remained in a recumbent position. The 
rectum was irrigated and balsam of Peru applied to the mucous mem- 
bi*ane. Ten days from the time he entered the hospital he returned home 
and, one week later, he was performing his usual duties. He called at 
my office a few months ago and said that the rectum had not troubled 
him in the least since the oi)erution, more than two years ago. 

Case III. — Extensive Prolapsus. 

A lady came to be treated for extensive prolapsus. She had been 
operated on twice before by Van Buren's method. 

Operation. — It was decided to excise the redundant tissue, which 
was done after the following manner: An incision was made around the 
anus at the muco-cutaneous junction, and the mucous membrane dissected 
up for two inches (5.08 centimetres). It was then pulled down, cut off, 
and the upper portion brought down and attached to the skin by catgut 
sutures. Antiseptic dressings were applied, and union was complete 
within ten days without a drop of i)us. At this time she was discharged 
with instructions to keei) her bowels oi)en and to report at my office if 
the bowel came down again. One year afterward I met her and she in- 
formed me that she was well and that she had given birth to a fine boy 
since the operation. 

Case IV. — Dwarfed Child Sufferinq from ^ROiiAPSUS. 

Eighteen months ago I was called to see a dwarfed child who had 
suffered from the time he was 6 weeks old with obstinate constipation 
and extensive prolapse of the rectal coats, which the father thought 
were the cause of the arrested development. He is 14 years old, weighs 
38 pounds, and measures thirty-two inches (81.28 centimetres) in height. 
(See Fig. 25.) During the past eleven years he did not gain one ounce 
in weight nor one inch (2.54 centimetres) in height. Another interesting 
feature in this case is that he has an angioma between the thumb and 
forefinger of the right hand. This the family physician lanced for an 



PROLAPSE OF TBE RECTUM. 



53 



abscess and came near losing the patient from licmorrlmge. This Ind 
was treated by the cautery metbod and tLe [n'olapsiia was cured. I cite 
tUia case merely beCHUse it is n unique one. 

Six montbs after tlie above notes were made I saw the child again, 




and decided to give tbe desiccated tliyroid gland a tiial. The improve- 
nient in his general appearance since that time has been marked, indeed. 
His fatber tells ue tlint lie lias gruwn five inches (13.7 centimetres) in 
height. His countenance has changed entirely, bis speech lias improved, 
and ho shows considerable mental develupment. 1 have, through the 
father's kindness, a late picture of the boy which I scarcely recognized 
at first «ight. Tlif dose given in this case was two grains every fonr to 
nix hours. 



CHAPTER VII. 

POLYPI AND OTHER NON-MALIGNANT GROWTHS. 

Non-malignant growths found in the rectum will prove, 
in a large majority of cases, to be polypi of some variety. Tliey 
may be single or multii)le ; they are found more frequently in 
childhood than in adult life. Their usual site is at the upper 
• portion of the internal sphincter. Polypi have been mistaken 
for hemorrhoidal tumors in not a few instances. This mistake 
will not occur, however, when a careful examination is made ; 
the poly])us can be distinguished by its pyriform shai)e, long 
pedicle, florid-red color, and soft, delicate, elastic feel. For a 
thorough and extensive classification of non-malignant growths 
we would respectfully refer the reader to I^ichenstem's classifi- 
cation,* which we think an admirable one. It is not our pur- 
pose to enter deeply into this subject, but to refer to the more 
common varieties of ])olypi which one might be expected to 
treat in the practice of rectal surgery. Polypi differ much both 
in appearance and feeling. This is accounted for by the dif- 
ferent tissues entering into their formation. If they are com- 
posed of glandular substance they are soft ; while, on the other 
hand, if they are composed of fibrous tissue they are firm. 
Again, they may vary in size from that of a pea to that of a 
small lemon. In nearly all cases they will prove to be either 
fibrous or adenoid in character, for these two varieties constitute 
by far tlie larger percentage of rectal polypi. The pedicle of a 
polypus may vary in length from one to three inches (2.54 to 7.6 
centimetres). We have seen one protrude two inches (5 centi- 
metres) below the anus. The pedicle is composed of mucous 
membrane; and in some cases in the submucous tissues on the 
interior of the pedicle are to be found the vessels which give the 
blood-supply to the base of the tumor. 

* Zicmsscirs ('y<?l<>iM»«lia, vol. vii, p. C34, 
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Adenoid, ok Soft, Polypi. 

This variety is not uncommon. Soft polypi (Fig. 26) form 
generally in early life, and appear to be made up of an exag- 
gerated development of columnar epitlioliura ; in other words, 
the mass is made up of an enlargement of the folhcles and the 
tissues of tlie normal mucous membrane. The pedicle is long 
and narrow and ttie base is small with a florid apiiearance, and 
when protruded from the anus after stool looks very much like 
a strawberry. In exceptional cases soft polypi may be due to 
dilatation of the glandular follicles. As a rule they are single, 
but occasionally they have been observed in great numbers. 

Symptoms. — The symptoms of non-maligiiant growths. 




while not always characteristic, will often be of much assistance 
in making a diagnosis. Patients afflicted by polypus and other 
non-malignant growths seldom complain of pain. The first 
thing to attract their attention will be a slight bloody discharge 
after defecation. The bleeding may be slight, or, as we have 
seen, sufficient to weaken a child until he could scarcely stand 
alone. HemoiThoids in the rectum of a child should at once 
lead us to suspect the pi-eseuce of a polypus. Not infrequently 
the polypus acts as a foreign body and induces diarrhea or a 
discharge of mucus. The mother, in reciting the history of the 
case, will probably say, "Sometliing oomes down when the 
bowels move." This symptom is liable to lead one to suspect 
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prolapsus. The differentiation, however, citii be made by intro- 
ducing tlie finger into the rrctum and passing it around the 
apex of the pedicle. The same holds good in reference to hem- 
orrlioids; they have no iwdicle, but are globular tumors. 

Treufmeni. — The treatment of polypi in children is simple 
and always effectual. The proper treatment is to remove the 
polypus with the clamp and cautery (see Fig, 27) ; or, by placing 
a ligature around tlie pedicle at its attachment, that portion 
external to the ligature is cut off; or, atler twisting it, it is 




snipped off with the scissors and some astringent is placed on 
the stump. Tlie pnlUative irenimeiit deserves slight mention in ] 
the treatment of polypi ; it consists in the application of astrin- 
gents as used for prolapsus. Astringents should never be ' 
resorted t(j except when consent lo an oiicration cannot be I 
obtained. 

FiBHors, OH Hard, Polypi. 
The hard, or fibrous, polypi (see Fig. 28) occur in adults^l 
and are more common in the rectum tlian those just described-f 



POLYPI AND OTHER NON-MALIGKANT GROWTHS. 57 

They appear to be formed from an increased growth in the 
fibro-cellular tissue beneath the mucous membrane, and covered 
by the normal membrane. The surface of the polypus may be 
smooth or irregular, being dependent on the shape of the sub- 
mucous enlargement, whicli protrudes larther and farther into 
the bowel, until a pedunculated tumor is produced, over which 
the raucous membrane forms a covering. This variety of 
polypus is pear-sha|>ed, and the pedicle is more or less elon- 
gated and thickened at times. It may he soft and flabby, 
though it is more frequently tough, firm, and reddish when 
incised. Fibrous, or hard, polypi vary in size from tliat of a 
small hazel-nut to tliat of a walnut, and in exceptional cases 




Fig. 28.— Fibronfl (Hani) rutypus. 

may be much larger. The attacliment of this variety is usually 
somewiiat higher than the adenoid variety, or else the pedicle 
is shorter, for we have experienced more difficulty in placing a 
ligature around them. 

Symptoms. — When lodj^ed in the bowel, it causes a sensa- 
tion of uneasiness as if a foreign body or a lump of fecal matter 
should be discharged. Not infrequently it acts as an irritant, 
causing ulceration and a discliargeof pus and mucus, inducing 
a spasmodic condition of the spliincter wliicli becomes quite 
painful. When the pedicle gets long, the tumor protrudes 
during defecation, and has to be replaced when the act is com- 
pleted. As a result, the polypus liccomes ulcerated and bleed- 
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ing accompanies tlie protrusion. The patient usually attributes 
these symptoms to piles. 

Treatmenf. — The treatment is similar to that of the ade- 
noid variety. All that is required is tlie ligation and excision 
of the pedicle ; or, il' you prefer, it may he left there to slough 
off. Some authors prefer the icraseur. In case the pedicle is 
short, or the attaclinient so hiyh that you are unable to ligate it, 
catcii the polypus with a pair of strong forceps and twist It off 
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and apply the actual cautery or an astringent at the point of 
atUicliincnt. 

DrSSEMINATED POLTPI. 

In reference to this variety Cripps* says: "Considerable 
areas of tlie mucous membrane of both the rectum and colon may 
be thickly studded with tliese )io!ypoid growtlis." He has only 
seen three cases of this variety, and, after searching through the 
London museums, concludes that tiiey are of rare occurrence. 
He further si>caks of dermoid and cystic polypi, but they are so 
rare that wo will oiilv mention tlicm. 
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ILLUSTRATIVE CASES. 
Case V. — Large Fibrous Polypus of Several Years' Standing. 

We were requested to examine a banker from a neighboring State. 
His family physician gave the following history of the ease : The patient 
had a pile that had been coming down for several years every time his 
bowels would move; it would bleed at times, but until recently he could 
easily replace it. Now it was so large that it was exceedingly diflScultto 
return. Of late there had been frequent discharges of mucus which irri- 
tated the skin about the anus, causing considerable pruritus. He was 
unable to sleep and to keep his mind on his business, and was verj'^ anx- 
ious to be cured. He was placed on the table and a digital examination 
made ; the finger easil}'^ passed the tumor, and above it was found 
attached hy a pedicle the size of one's little finger. The doctor and the 
patient were much surprised when informed that there were no piles, but 
a polypus which cJould l>e speedily removed. The patient was anesthe- 
tized, placed in the lithotomy position, the sphincters divulsed, the poly- 
pus pulled down bj' catch-forceps, and the pedicle ligated with strong 
silk at its junction with the mucous membrane. With a pair of scissors 
the pedicle was severed about one-fourth of an inch (6.3 millimetres) ex- 
ternal to the ligature, the rectum was irrigated, and the patient put to 
bed. On the fifth day the patient returned to his home and had no 
further trouble with his rectum. 

Case VI. — Adenoid Polypi. 

A lady cnme to us, aged 40, to be treated for rectal disease. Ex- 
amination revealed the presence of two small adenoid polypi about an 
inch (2.54 centimetres) in length, attached to the right wall of the rectum 
at the upper margin of the internal sphincter. They were promptly 
clamped, excised, and cauterized, and the patient recovered perfectly 
within ten days. 

Villous Tumors of the Rectum. 

Villous tumors are seldom met with in the rectum, only 
eight cases having been seen at St. Mark's Hospital, London, 
in fifteen years. They seem to be the dividing line between 
benign and malignant growths ; often they resemble the latter, 
but are distinguished from them ])y their growing as free tumors 
into the bowel and by their short and broad base. Van Buren 
says that when a tumor lias a pedicle he doubts its malignancy. 
In structure they resemble the adenoid polypi and have a sim- 
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ilar appearance to villous growths of the bladder. They are 
considered benign by most authors, though they have recuiTed 
after removal. 

Sj/midoms, — The symptoms of villous tumors are similar 
to those of polypi, but the hemorrhages are probably more 
severe. They are rarely, if ever, met with in children. Their 
growtli is gradual and they may become quite large. We re- 
member one case where the tumor was as large as a goose's e^^. 

Treatment, — This consists in complete extirpation. With 
the patient in the litliotomy position and the sphincter stretched, 
the tumor is seized witli a pair of pile-forceps and drawn down. 
Then the operator, w^itli a bhnit needle, should tmnsfix the base 
of the tumor w^ith a double ligature, cut this and tie both lobes 
of the pedicle, and cut off the tumor when the pedicle is long 
enough. If it has a very broad base it may have to be ligatured 
in several places similar to 15odenham(n's treatment for hemor- 
rhoids ; only the stroni>:(^st silk should be used. In case consent 
to an operation cannot be obtained the tumors sometimes can 
be destroyed witli the actual cautery or by the injection of 
astringents such as tannin, burnt alum, nitric acid, etc., into 

the tumor. 

Anal Papillomata. 

These growths resemble warts on other parts of the body. 
They originate in th(^ papillary laycu* of the skin about the 
margin of the anus. They are generally multiple, of a dull-red 
color, fragile in texture, easily broken off, and bleed from the 
slightest irritation. In exceptional cases they are more firm. 
They are usually caused by discharges of pus from the rectum 
or a leucorrlu^al discharge. Wliile papillomata are general in 
character, they are, as a rnl(% caused by acrid discharges. They 
are usually to be scm^u in ])at('hes, attached by small |>edicles, 
while the extremity of tlu^ tumors bifurcate; and when there 
are a great number of them, they intermingle and form a large, 
flat tumor attached by numerous little pedicles that arc moist 
and have a disagreeable odor. 



POLYPI AND OTHER NON-MALIGNANT GROWTHS. 61 

Symptoms, — They may occur at any aye and may vary 
from a single wart to a tumor surrounding the entire anus and 
extending upon the buttocks. The patient has pain during 
defecation ; and when the papillomata become irritated, each 
passage is accompanied by frequent hemorrhages. 

Diagnosis. — The diagnosis is usually not difficult, but 
papillomata must be differentiated from syphilitic condylomata, 
the latter arising from the mucous membrane, while tlie former 
arise from the integument. The papillomata may be present 
with the condylomata, being caused by the secretions of the 
latter. 

Treatment — When large, warty growtlis, they may be cut off 
with scissors and their points of attachment cauterized. When 
small they can be made to shrink up by the use of powdered 
alum, zinc, tannin, and iron. Strict cleanliness must be ob- 
served; and, if any cutaneous tags are present, they should be 
snipped oflf. Any disordered condition of the rectum, which 
might keep up a discharge, should be sought for and corrected. 



CIIAPTEIl VIII. 

SYPHILITIC AFFECTIONS. 

Syphilis may apj^ear about the rectum or the anus in a 
variety of forms. It may manifest itself in different stages. Both 
chancres and chancroids liave been seen in this region. They 
are seldom seen in the male unless he has been guilty of hav- 
ing unnatural intercourse (sodomy). Females are more liable 
to have them, owing to tlie close proximity of the rectum and 
the vagina. The chancroid in the female is of common occur- 
rence, especially among prostitutes. When present they are 
usually multiple and situated at the anal margin, though they 
are sometini(?s as high as the upper part of the internal sphinc- 
ter. True cliancre is of rare occurrence, and is differentiated 
from chancroid by its hard edge, indurated base, etc. 

Syphilitic Condylomata. 

Syphilitic condylomata (see Plate V) are of common occur- 
rence and resemble the warty growths, previously described, 
which are considered non-malignant. They vaiy in size from a 
small i)atch the size of a dime to that of a half-dollar or even 
larger. They develop from the simple syi)hilitic papule as a 
result of heat and moisture. They are mised above the skin 
and give off a foul odor. They may be smooth or nodulated, 
and a number of small patches may fuse, making one quite large 
one. When not treated early they irritate the skin, and tlie 
buttocks become ulcerated and bleed freely. 

Gummatous Deposits. 

Gummatous deposits are occasionally met with in the rec- 
tum. They usually precede ulceration and are followed by 
stricture, which will be fully dealt with in another chapter. 
The ulceration caused from a degenerate gumma is usually 
(62) 
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deep and spreads high up in the rectum and, in rare cases, to 
the colon. This induces hemorrhage, tenesmus, and diarrheal 
discharges, and, when a stricture is present, constipation. Gum- 
matous deposits sometimes form in the tissues surrounding the 
rectum, which may cause obstruction. Specific ulceration will 
be considered more fully in the chapter on ulceration. 

Congenital Syphilis. 

Mucous patches have been noticed frequently in children 
who have syphilitic parents. We remember a family who had 
three children, all afflicted tliis way. 

Treatment of StjphiUtic Affections, — The treatment of syph- 
ilitic affections of the rectum and that of the anus are similar 
in many respects to that employed in its treatment elsewhere. 
Cleanliness must be strictly observed. If a chancre, a chan- 
croid, or mucous patch is present, it must be cleansed two or 
three times daily with carbolized water or bichloride (1 to 2000); 
after which some good dusting-powder will be serviceable, — as 
iodoform, calomel, subiodide of bismuth, etc. The bowels should 
act daily, and a general syphilitic treatment prescribed. If there 
is any tendency toward the ulcerated areas' spreading, the edges 
should be cauterized with the actual cautery, nitric acid, or 
carbolic acid. Should the ulcer become chronic, incise it, or 
thoroughly divulse the sphincter. As a constitutional remedy 
the world-renowned blue pill, night and morning, will be of 
great value. 

In the treatment of condylomata Cripps recommends that 
tlie parts be thoroughly cleansed and dusted over with the 
following powder : — 

B Hydrargyri cliloridi mite, . . gr. xx ( 1.39 grammes). 

Iodoform! gr. xxx ( 1.95 grammes). 

Zinci oxidi, 3j (4.00 grammes). 

Pulvis amyli, gss (15.00 grammes). 

M. 8ig. : To be well mixed. 

Simple dusting-powders, — like calomel, zinc, lead, and tannic 
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acid, — together with the internal administration of mercury, 
have always brought about the desired result in our own 
practice. 

For gummatous deposits we are in the habit of prescribing 
the well-known mixed treatment, or the iodide of potassium 
alone in large doses. Beginning witli 10 drops three times 
daily, it is pushed until the full physiological effect is obtained. 



CHAPTER IX. 

PROCTITIS AND PERIPROCTITIS. 

Inflammation of the rectum is not an uncommon affection 
and not infrequently results in tlie production of an abscess or 
a listula. There are several varieties, yet the symptoms are 
similar in many respects. I will now enumerate the recognized 
varieties of proctitis : — 

1. Acute. 3. Dysenteric. 

2. Chronic. 4. Gonorrheal. 

5. Diphtheritic. 

Acute and Chronic Proctitis. 

The acute and chronic varieties of proctitis will be treated 
under one heading, for they are similar in everything ; the only 
difference is that in tlie clironic form the symptoms have become 
modified and there is less pain and tenderness. Children are 
subject to the acute and older persons to the chronic forms of 
proctitis ; in the former, because of frequent intestinal disturb- 
ances ; and in the latter, frequently as a n?sult of fecal accumu- 
lations. An attack of inflammation may be brought on by 
pressure from impacted feces, exposure to cold, or the accidental 
introduction of foreign bodies into the rectum. We have seen 
it follow in subjects where a syringe had been carelessly intro- 
duced. Hard, indigestible substances in the feces whic^h scratch 
the rectum — as fish-bones, phis, or grains of parched corn — are 
suflficient to start up an inflammatory process. Strong purga- 
tives and large doses of arsenic or corrosive sublimate, irritating 
discharges coming from above, and intussusception have all 
been known to set up an inflammation. 

(65) 
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Symptoms. — The symptoms are different in a given number 
of cases, dependent on the duration, kind, and violence of the 
attack. The following are some of the more common symptoms 
subject to the above conditions : — 

1. Severe tenesmus and sense of weight in the rectum. 

2. Sensations of weight and fullness. 

3. Frequent discharges of small quantities of blood, mucus, 
or pus. 

4. Frequent spasmodic and unsuccessful attempts to 
evacuate the bowels. 

5. A desire to micturate often, though retention sometimes 
occurs. 

6. Constant straining, causing the mucous membrane to 
protrude. 

7. When an ulcer is present an abscess may form and 
terminate in a fistula. 

8. In general, any symptom present in inflammation of the 
intestine nt any point may be found in proctitis in a modificnl 
form, such as radiating and reflected pains, and tenderness on 
pressure, etc. A simple attack will not last longer than eight 
or ten days, while the chronic form may last indefinitely, de- 
pending upon the cause and its removal. When the inflamma- 
tion lasts only a few days there will be no appreciable change 
of the bowel except where ulceration occurs. In cases of long 
standing the mucous membrane becomes thickened and in- 
durated and loses its sensibility to a greater or less degree, so 
that a considerable amount of feces may collect before there 
is a natural fei^ling to evacuate the bowel. Ulceration will be 
present in a goodly number of cases of long standing. 

Dysenteric Proctitis. 

In dysentery the lower bowel is often affected, especially 
in the tropical form, the symptoms being much the same as in 
the acute and the chronic forms, except that they are more 
general. 
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Gonorrheal Proctitis. 

This affliction is of rare occurrence and is found more fre- 
quently in the female than in the male, owing to tlie close 
proximity of the genitals. It is caused by direct contact of the 
mucous membrane with the virus, as a result of carelessness and 
uncleanliness or to unnatural intercourse. French surgeons 
report many cases due to the latter. It is not a diffi(;ult thing 
for the discharge to pass from the vagina to the anus and come 
in contact with the mucous membrane during the act of defe- 
cation. 

Symptoms. — There is a free discharge of white, purulent 
matter from the rectum ; the rectum feels hot and swollen, and 
the pain is of an itching or burning character and is inter- 
mittent. The margins of the anus become chafed and the 
sphincter becomes irritable. Patients are frequently awakened 
by the spasmodic contraction of the sphincter and with a desire 
to empty the bowel. Gonorrlieal proctitis is of short duration 
and can be differentiated by a careful study of the symptoms 
and the existence of a previous uretlnal inflammation. The 
discharge is more abundant and contains more pus tlian any 
other variety of inflammation of the rectum. By tlie aid of the 
microscope a positive diagnosis can be made. 

Diphtheritic Proctitis. 

The rectum, like the other portions of the alimentary tube, 
may be invaded by the mvages of diphtheria ; it is of very rare 
occurrence, however. When it does occur the members of the 
family should be instructed to use the same closet with great 
caution. 

Prognosis. — As a rule, inflammation of the rectum will not 
prove fatal or even serious except in cases where tlie cause can- 
not be located and removed. On the other hand, when inflam- 
mation is due to a simple cold, impacted feces, injuries, or for- 
eign bodies in the rectum, a cure will follow the removal of the 
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irritation. The prognosis is less favorable in those cases com- 
plicated by fistula and ulceration. 

Treatment. — The ])rinciples that should guide us in the 
treatment of ])roctitis are several, and in the order of their im- 
portance are as follow : — 

1. Remove at the earliest opportunity the source of irrita- 
tion. 

2. Harsh and indigestible foods are to be discarded, and 
milk, soft-boiled eggs, soups, beet-juice, and albuminous foods 
substituted. 

3. Clear the bowel of any scybala that might be present 
by injections, Epsom salts, Seidlitz powders, and mineral waters. 

4. Insist on absolute rest in bed. 

5. In mild cases cold applied to the hips and the anus or 
the injection of cold water into the rectum will be sufficient. 

6. In long-standing cases use frequent injections of astrin- 
gent solutions, such as alum, zinc, silver, lead, and the subli- 
mate. When due to thread-worms a few injections of lime or 
salt water in conjunction with santonine internally will destroy 
them. If the inflammation is due to gonorrheal virus, frequent 
injections of water, as hot as the patient can bear it, do well. 
In a general way the treatment consists in keeping the bowels 
open and in correcting any errors in diet. When there is any 
ulceration present it should be treated the same as ulceration 
in other cases or from other causes. 

Periproctitis (Ischio-Kectal Abscess). 

The rectum is surrounded bv loose tissues which not in- 
frecpiently become inflamed from a variety of causes, and the 
inflammatoi'v process may be either diffused or circumscribed, 
and, when not arrested, goes on to abscess formation. The pus 
burrows downward, forcing itself througli tlie rectum, and is 
discharged w^ith the fec(»s or opens ui)on the surfiice of the 
body, thus makinii: a fistula. Sometimes the inflammation starts 
within the rectum as a result of exposure to cold, an injury, or 
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from ulceration. Now and then we come across a case where 
the cause remains obscure. Again, tliose who have a tubercu- 
lar diathesis are frequent sufferers from periproctitis. This is 
demonstrated by the great number of them who have fistula. 
Periproctitis has been known to follow operations about the 
rectum where asepsis had not been closely observed. In such 
cases the inflammation will be ushered in by a chill, followed 
by pain and a decided rise in temperature. In very exceptional 
cases the inflammation may take on an erysipelatous or gangre- 
nous character, and must be radically dealt with at once, else 
it will prove fatal. 

Symptoms. — The symptoms of perirectal inflammation are 
similar in many respects to those of proctitis. In this disease 
they become more exaggerated, and there are more constitu- 
tional disturbances and all the symptoms of pus formation. 

Treatment of Periproctitis {Isch to- Rectal Abscess). — First 
ferret out the cause and correct it ; then endeavor to reduce the 
inflammation by the application of cold, rest in bed, and the use 
of mild laxatives, etc. When fluctuation is present, absorption 
can hardly be expected to take place. It stands to reason that 
the sooner the pus is evacuated the better it will be for the 
patient, for it is likely to burrow through where an opening is 
not made, and terminate in a single fistula or multiple fistulas. 
Many of these patients can be saved much sufforing by an early 
diagnosis of pus formation if an incision is made into the ab- 
scess and its cavity thoroughly cleansed with a boric-acid solu- 
tion and free drainage established. The cavity should always 
be packed loosely with some antiseptic gauze after being irri- 
gated daily with a sublimate solution one- to two- or three- 
thousandths. If the pain continue to be severe, keep on a 
poultice for two or three days after the abscess has been 
opened. Ordinarily, the abscess will point in the rectum or 
perineum. When in the former, it will invariably leave a fist- 
ula ; on the other hand, when in the ])erineum or at the side of 
the anus, it is termed a ])erineal or an ischio-rectal abscess, and. 
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wlien taken in hand early by the surgeon, tlic pus can be pre- 
vented from burrowing and forming fistulas and much suffer- 
ing avoided. Allingliam treats tliese cases as follows: Under 
anestli(\sia, he incises the abscess from end to end in the direc- 
tion from the coccyx in the perineum. Secondary cavities are 
tlien brok(Mi up with the finger so that only one cavity remains. 
If there is any burrowing outw^ard, an incision is made in the 
buttocks at riglit angles to the first, after which the cavity is 
irrigated and packed with cotton-wool soaked in carbolic oil 
one part in ten or twelve. This is left in a day or two, when 
tlio dressings are to be changed. Ordinarily, a drainage-tube 
will not be necessary, and patients soon recover without the risk 
of inconvenience, for the spliincters have not been touched. 

Marginal Abscess. 

When a collection of pus takes place at the muco-cutane- 
ous junction it constitutes a marginal abscess, about which the 
French have written so mucli, and it is tlie most simple form 
of abscess tliat we are called upon to treat about the rectum 
and the anus. Tlie most frequent cause of this form of abscess 
is suppurating tlirombotic piles tliat have not been incised and 
the clot turnc^d out. Traumatism, exposure to cold, thread- 
worms, and ulceration may all be put downi as causes; in fact, 
jilmost anything that would cause an abscess in any other 
portion of the body might be the cause of one at the anal 
margin. 

Treafmenf. — From the time the patient begins suffering 
from that characteristic throbbing pain until you are permitted 
to incise the abscess, much relic^f can be had from the constant 
application of the i(x^-bag or of hot poultices over the seat of 
pain. The latter should be changed every half-hour to get the 
best eff(»ct. Just as soon as the circumstances permit, the 
abscess must be opened, curetted out, and drained. A prompt 
recov(»ry will quickly follow. The finger should be ])assed into 
the rectum (or the vagina, in women) and pressure made out- 
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ward. This makes the parts bulge outward, and the cut can be 
made more intelligently. 

Erysipelatous and Gangrenous Inflammation. 

The symptoms and treatment of these forms of inflamma- 
tion are much the same as similar conditions found in other 
parts of the body. In brief, the treatment consists in free 
incisions, frequent irrigations, and tonics. 



CHAPTER X. 

RECTAL AND ANAL FISTULAS. 

This chapter would very naturally follow the preceding 
one from the fact that rectal and anal fistulas are the sequels of 
inflammation of the rectum and of the tissues immediately sur- 
rounding it. Fistulas occurring about the rectum and anus 
have for hundreds of years been described under the name of 
" fistula in ano," and for this reason we shall designate them as 
sucli, althougli it would be more scientific and expressive, as 
far as the location of the disease is concerned, if those fistulas 
opening higli up in the rectum were designated rectal and those 
opening just within the anal margin anal fistulas. Fistula in 
ano was accurately described by Hippocrates, Celsus, and many 
other ancient writers ; and the etiology as given by them, in a 
large measure, holds good to-day. From the time of the 
Christian era, or of Hippocrates, little was written about 
fistulas for several hundred years. The principal reason for 
this was that persons who had fistulas had an incurable disease, 
and, in tlie olden times, to have an incurable disease was to 
have a disgraceful one. Another reason why this disease was 
not seen and described more frequently was due to the fact that 
those who had it would not submit themselves to a visual and 
digital examination. In Hume's "History of England" he 
records the death of Henry V, King of England, in 1422. 
He says that tlie king was seized with a fistula, — a malady that 
the surgeons at that time had not the necessary skill to cure. 
Shakespeare has immortalized fistula in his play, "All's Well 
that Ends Well," written about IGOG. Later, John Astruc, in 
his Latin thesis, translated into English in 1728, tells us that 
this disorder sunk almost into oblivion, and was scarce seen or 
heard of by the ])hysicians until Louis XIV, of France, labored 
under it. Then the disease at once became fashionable, and a 
(72) 
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vast multitude of cases suddenly appeared ; and, after the 
king's example, every one made a voluntary and open confes- 
sion of this once secret disorder. He further says that, in the 
reign of Tiberius Caesar, the disease first showed itself No 
man in Rome ever complained of it until the emperor had been 
severely attacked by it. It is stated that Louis XIV paid 
Monsieur Felix and his various assistants, in American money, 
the enormous sum of seventy-three thousand five hundred 
dollars for the operation. 

There are some to-dav who believe that this disease is 
incurable, and others that, if the fistula is healed and the dis- 
chax'ge stopped, some internal organ will suffer from the pent- 
up matter. For these reasons many persons go through life, 
suffering great pain and annoyance, wlio have but a simple 
fistula that could be speedily and easily cured, and with very 
little pain at that, if they would only place themselves in the 
hands of a competent surgeon and be operated upon. Statistics 
show that fistula occurs more frequently than any other rectal 
disease, and that males are more oft;en afflicted with it than 
females. At St. Mark's Hospital,* in London, very nearly one- 
third of the total number of all the cases treated in that remark- 
able institution suffered from fistula. This is hardly a fair com- 
parison of the relative frequency of this disease, because this 
hospital has a world-wide reputation for curing ^s^?^/a ; and it 
is very natural that more persons afflicted with tliis complaint 
go there for treatment than those suffering from other rectiil 
diseases. The proportion of fistula to otlier rectal diseases is 
always much greater in hospital and dispensary than in private 
practice. In private practice we have been called upon to treat 
both hemorrhoids and ulcerations (including fissures) more often 
than fistula, and we are of the opinion that the experience of 
many other American surgeons has been the same. A fistula 
in ano may be defined as a non-granulating sinns irlth two 
openings^ — 07ie upon the surface of the hody near the anius and 

* Cooper and Edwards, Diseases of the Rectum and Anns, p. 4, 1802. 
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the other within the rectum ; this would constitute a complete or 
typical fistula. There are several other varieties of fistula, each 
of which we will speak of in turn. Nearly all fistulas are the 
result of an abscess which has formed in the perirectal tissues 
and opens into the rectum or upon the surface ; and the sinus 
thus formed ordinarily will not heal of its own accord. Ab- 
scesses that produce fistula in ano will be found in one of the 
following locations : — 

1. lietween the mucous and muscular coats of the rectum. 

2. Between the rectum and the levator ani muscle. 

3. Anywhere in the ischio-rectal fossa. 

4. Just beneath tlie skin near the anus. 

An abscess located in one of the above positions forms and 
bursts and tlie pus makes one or more outlets, depending upon 
the direction it has taken. The kind of fistula produced 
depends not only upon the direction taken by the pus in its 
endt^avor to seek an outlet, but upon tlie number and location 
of the openings produced. We liavc the following recognized 
forms of rectal fistula : — 

1. Complete. 5. Complete external. 

2. Blind internal. 6. Horseshoe. 

3. 151 1 nd oxternal. 7. Recto-vaginal. 

4. Comj)lfto internal. 8. Recto-vesieal. 

9. llecto-urethral. 

The last tlireo varieties do not come under the classification 
of fistula as usually givcni because of their contact with other 
organs. 

Complete Fistula. 

When we speak of a fistula without designating any 
special vari(*ty we m(^an a complete fistula (see A^ Fig. t30, and 
Plate VII), or one tliat has two openings, — one upon the sur- 
face of the body in tlie neigliborliood of the anus and the other 
opening into the rectum. These openings vary as regard loca- 
tion. As a rule, the internal opening will be found about the 
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junction of the external and internal sphincters, though in not 
a few cases it will be found higher up. The external opening 
will ordinarily be found witliin an inch (y.54 centimetres) of 
the anus, and in many cases just opposite the internal opening. 
Again, the external opening may he quite a distance from tlie 
anus, and the sinus leading from tlic external to the internal 
o|jening may be very long and irregular. 




Blind Internal Fistula. 

This form of fistula (see B, Fig. 30) consists of a sinus 
tliat does not liave any external communication, hut an internal 
opening into the rectum. AVhile not so common as the com- 
plete variety, one who treats i-ectal disease as a specialty will 
meet many such cases and will find them, in many instances, 
very difficult to diagnose. 
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Blind External Fistula. 
This variety (see A, Fig. 31) is formed from an absress 
located in the subcutaneous tissues, the pus from which has 
found an outlet upon the surface and does not communicate 
with the rectum at all, though it burrows in that direction if 
not ojwrated upon, Tliis form of fistula is very rare, being seen 
less frequently than the blind internal variety. 




Fig. 31,— .4. lllliid r.xtpmnl Klntula. B. (.'omplelc Intem.il FistalL 

Complete Tntehnal Fistula. 
Tills variety (sto B, Fig. 31) is sehlom met with. It con- 
sists of a sinus witli two oix;niugs into the rectum, and is very 
difficult to diagnose, but easily cured wlien the tract is slit up. 

Complete External Fistula. 
This form (see A, Fig. 32) is also quite rare, and consists 
of a siiiiis with two openings, botii of wliich are external to tlie 
rectum, — one situated just at the margin of the anus and the 
other at some jxiiiit on tlie buttock. 
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Recto-Vaginal Fistula. 

In this variety the sinus opens ioto both vagina and rec- 
tum (see B, Fig. 32). They are not uncommon, and wlicn the 
opening between tliese two organs is not very small leral 
matter will escape into the vagina. This condition is easy to 
diagnose. 




IIoKSESHOF, Fistula. 

This form of fistula (see Fig. 33) gets its name Fiom tlie 
fact that tlie fistulous sinus courses around the rectum from one 
side to the other, shaped to some extent like a liorseshoe. Tliere 
are one or more openings into the buttocks on botli sides of the 
anus, CO mmt mica ting with eacli other and with tlie rectum 
usually by an oiieuing into the [xjsteriur wall of the bowel, 
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though m somt! cases thuie may be two or even more openings 
into the roctum. Iti a bad case of Iiorseshoc fistula there may 
be multiitle siiiust-s and openings. We remember one case 
wiiere there were nine external openings, and the buttocks 
looked veiy iiiueh us il' a load ol' bucksltot hod been emptied 
into tliem. 




HKCTO-VKSTr.M, I''lSTUr,A. 

This V!iri<'ty (see ^1. Kig. 31, and Plate VI) is onf' where 
there is a (■liiinniiiiiciitioii hctwi-en the rec^tuin and the bladder, 
as a result uraii ji'i^rov. (li-icliar-^iiig into both ei^uis, and wind 
and Uf'es ni!iy pji-s by the penis ami llie urine may empty into 
the rertnni. .\ severe attack ol' evs'.itis usually occni-s, wliicli 
induces niueh ^ul^ering until the patient dies or an uiteration is 
reipiired. Tin; diagnostie point is the passing of urine and 
I'eees lliroiigh niinatural ehiinncls. 
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Urinary, or Recto-Uretubal, Fistula. 
These fistulas (see B, Fig, 34) are rare, indeed. In such 
cases the rectum communicates with the uretlira at some point. 
Cripps has reported a vei7 interesting case wliich healed spon- 
taneously. , 

General Remarks on Fistula. 

Fistula is the sequel of an abscess, as a rule. Some claim 
that we may have a fistula in tubt;rculous j>aticnts without a 
distinct circumscribed cavity's being formed. We have never 
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seen a case of this kind, but always find that an abscess had 
formed as a result of an ulceration or poisonous matter escaping 
into the deeper tissues, or from any of tlie many causes of ab- 
scesses mentioned in tlie previous chapter, sucli as inflamed 
piles, exposure to cold, injuries, thread-worms, etc. Tlie abscess- 
cavity and sinus gradually become a fistulous sinus, because 
the feces constantly get into it and prevent healing. The spas- 
modic contraction of the sphincter also tends to delay it. Some- 
times a fistula will occur as a result of necrosis of the coccyx 
or sacrum. 
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Any person, irrespective of age, climate, or occupation, may 
have a fistula. Men are more subject to fistulas than women, and 
during middle hfe ; children rarely have them. We remember 
seeing only one case, — that of a child, 18 months old, that had 
thread-worms accompanied by an abscess which resulted in a 
fistula. The mental worry of persons who are aware that they 
are suffering from fistulas is very great until they are cured ; 
and yet many of these sufferers will endure much pain and 
annoyance for a long time before they will submit to a cutting 
operation. They will readily consent to anything except the 
use of the knife, — the right thing. 

SYMPTOMS. 

Ordinarily the patient will say that the discharge was pre- 
ceded by great pain, heat, swelling, and other symi)toms which 
would likely accompany the formation of an abscess, and that 
the acute symptoms disapi)eared when the pus made its exit. 
A fistula once established, the following symptoms will be pres- 
ent : Tliere will be a discharge from the external opening, which, 
in the majority of cases, will be found a little to one side of the 
anus. The discharge will be abundant, thick, and almost cati" 
stunt in a new fistula, while in an old one it will be very thin 
and watery. When the discharge is interrupted^ it is well to 
suspect that there are other sinuses leading off from the main 
tract. The discharge is very annoying to the patient, for it 
keeps the linen soiled and the skin inflamed. Sometimes the 
opening is small or becomes closed, and tlie discharge ceases 
for a short time, leading the patient to believe that he is well. 
It will not be long, however, until there will be a renewal of 
pain and swelling, followed by a fresh discharge of pus through 
a new outlet. The pain in a fistula is slight when the ex- 
ternal opening is large, but will be very severe when it is 
small and will not allow the discliargo a free and unimpeded 
exit. Wind and feces may escape tinough it and give a foul 
odor to the discharge. 
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DIAGNOSIS. 

The diagnosis of a complete fistula under ordinary circum- 
stances is not a difficult thing. Much more ingenuity will he 
required in locating the bUnd internal and horseshoe varieties. 
It stands us in hand not only to locate the fistula, but also 
to ascertain and locate the number and direction of* any other 
sinuses that might communicate with the main one. In order 
to make a thorough examination it is necessary to have a 
firm table and a good liglit. Some prefer to place the patient 
in one position, some in another. The tliree favorite positions 
are: first, the Sims, with the patient on the afiected side and 
the limbs flexed on the abdomen ; second, the genupectoral ; 
third, the lithotomy position. We favor the last, but do not 
use it exclusively. After the patient has been placed in position 
the buttocks should be separated and external oi)enings should 
be searched for. When present, the opening will be found in 
the centre of a small depression, or, more frequently, in the 
centre of a small, elevated mass of granulations. Next, pass 
the finger about the anus and the immediate vicinity, and, 
by palpation, fistulous tracts in the subcutaneous tissues will 
be readily detected by their hard feel. This diagnostic pohit 
will prove valuable when searching for the blind internal va- 
riety. In case the external opening has been found, oil the 
finger well and pass it into the bowel. If an internal opening 
exist it can be detected by its indurated and, in some cases, 
rough edges. Frequently the opening will be found just be- 
tween the internal and external sphincters. It is not uncom- 
mon, however, to find it much higher up. In case the hiternal 
opening cannot be located, milk should be injected through 
the external opening, and it will force its way into the bowel 
through the internal opening, which can then be easily located. 
A probe should be used very cautiously. No force should be 
applied lest it be pushed through the main sinus into the soft 
tissues, where it can be passed in any direction, thus leading 
the examiner to believe that he has found a very extensive 
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fistula, when, in reality, it is a short and simple one. All 
ulcerated spots and inflamed pockets should be examined 
closely, for not infrequently there is hidden within the mouth 
a blind internal fistula. 

TREATMENT. 

Now and then a case is reported where a fistula has 
healed spontaneously. It is needless to say that such a one 
is an exception. Palliative measures, in most cases, are of little 
service ; they consist in keeping the bowels in proper condition, 
of applying stimulating applications to the sinus and keeping 
it clean, together with medichies that will be likely to improve 
the patient's general condition. If the patient will consent to 
let you operate, do so at once. At tlie same time, take every 
precaution to let the patient lose very little blood, especially 
in anaemic or consumptive patients. Any other rectal disease 
present, such as piles, ulceration, stricture, etc., should be rem- 
edied during or preceding the operation, else it may cause fail- 
ure. AUingham says that we should never operate on a fistula 
that is from any cause acutely inflamed, on account of the like- 
lihood of fresh sinuses forming, for the areolar tissue breaks 
down very readily. He believes in making a free, dependent 
opening until the inflammation subsides; then the operation 
may be completed. There are six recognized methods of oper- 
ating for fistula : — 

1. Dilatation. 4. Division by (a) the knife; 

2. Injection of astringent fluids. (6) Paquelin cautery-point. 

3. Ligation. 5. Excision. 

6. By fistulatouie. 

A purgative should be given one or two days before the 
operation, and the rectum should be thoroughly emptied by an 
injection one hour previous to the same. The neighboring 
parts must be cleansed and shaved, if necessary. Then the 
operator can proceed to do tlie operation which is best suited to 
the case in hand. 
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We wish to state, in this connection, that we never resort 
to any operations we have named, barring that of complete 
division, except in phthisical patients wlio can ill aftbrd the loss 
of even a small quantity of blood, and in those unconquerable 
individuals who absolutely refuse to have the knife used. 

Dilatation. — This operation consists in keeping the mouth 
and all or part of the sinus dilated, that the pus may have a 
free exit, and granulations stimulated by lacerating it along its 
entire length with some rough instrument, or the direct appli- 
cation of some astringent, as zinc, silver nitrate, alum, and car- 
bolic acid. AUingham prefers the latter, and inserts a rubber 
drainage-tube into the sinus and gradually withdraws it as 
healing takes place. The dilatation may be made with instru- 
ments, sponge-tents, or anything which may bring about the 
desired result. This procedure scarcely deserves to be called an 
operation; at the same time, we could not call it a palliative 
measure. 

Injection of Astringent Fluids. — Any of the ordinary 
astringents — zinc, iron, silver, carbolic acid, or ergot — will do, 
as well as any others, with possibly the exception of ergotine. 
They must be injected in and around the sinus. If, by any 
means, fecal matter can be kept out of the fistulous sinus during 
the treatment, a very important point is gained. To do this we 
resoil; to the following plan : After the sinus has been cleansed 
with soap and water and followed by the peroxide of hydrogen, 
we take a probe threaded with a silk ligature, on the end of 
which is attached a small wad of cotton, and pass it througli 
the external opening and into the rectum, when it is caught 
and drawn downward. At the same time the cotton is carried 
along the sinus until it can be felt just beneath the mucojiis 
membrane under the internal opening, the probe is detached, 
and the ligature left hanging inside the bowel. In this way all 
fecal communication is cut off. Then the injection is made and 
the needle withdrawn slowly as the fluid is forced out. An 
ordinary hypodermatic syringe can be used, if it has an extra 
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needle with a blunt point about three inches (7.6 centimetres) in 
length or an extension-piece. The operation must be re|xjated 
several times. When healing takes place it is from within 

outward. When it reaches the surface of 
the body the cotton can be removed by 
jerking out the ligature in the bowel, 
after which a final injection should be 
made into the bowel at the seat of the 
internal opening, and the treatment is 
completed. We have cured a few cases 
in this way, and our patients have been 
very grateful, though in many the treat- 
ment proved a total failure. This method 
of treating fistula causes more pain and 
requires a longer time to efiect a cure 
than does the more radical oj>eration of 
division. 

Ligation. — To AUingham, Sr., and 
Prof Dittel, of Vienna, belong the credit 
of bringing this method of oi)erating on 
fistula before the profession. Neither of 
thom, however, originated it, for an accu- 
rate description had been given it by 
Celsus. The operation consists in passing 
a ligature through the sinus and out at 
the anus. After the ligature is tied 
tightly, it constricts all intervening tissues 
and is allowed to cut its way out. The 
ligature can be introduced threaded on 
an ordinary probe which has an eye, or 
by moans of Mr. Allingham's ingenious 
instrument (see Fig. 35), by means of which it can be drawn 
from within the rectum to the outside. The ligature used may 
be ordinary silk or it may be elastic, the latter being prefemhle 
because it makes a uniform pressure. A piece of solid India 



Fig. 35.— AlliiipliJiiii'H KUustic 
* Lip:aturc Currier. 
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rubber from one-twelfth to one-eighth of an inch (2.2 to 3.2 
millimetres) in thickness is the most desirable, the ends of which 
can be secured by slipping a piece of lead with a slit in it over 
them, the lead being secured by the aid of strong forceps. The 
following are some of the advantages claimed for the ligature 
operation : — 

1 . It does away with the knife. 

2. Can be done without an anesthetic. 

3. It is comparatively painless. 

4. It permits the patient to walk about in the fresh air. 

5. There is no bleeding. 

We will now enumerate some of the objections that have 
been raised against this operation : — 

1. It requires a longer time to effect a cure than does 
incision. 

2. Only the main sinus can be included ; hence the oper- 
ation will be a failure when there are other sinuses leading off 
from the main one. 

3. The ligatures have been known to cut only 2)art of the 
way out, thus requiring the knife to divide the remaining 
tissues. 

4. It 18 not suitable for operations on fistulas in geneml. 
As we take it, the field for ligature operation should be confined 
to persons who refuse to be opemted upon by the knife and 
those who are anemic or have phthisis. This operation is 
especially adapted to the treatment of phthisical patients from 
the fact that they can take their usual amount of out-door 
exercise while the ligature is sloughing off with compamtively 
little annoyance, and, further, from the fact that they have not 
lost any blood. 

Dividon, — The patient should be anesthetized unless the 
fistula is a superficial one that can be divided easily, when this 
operation is selected. There will be considerable pain and the 
surgeon does not always know how extensive the operation may 
be before he gets through. Frequently there will be unsuspected 
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sinusos that require incising, and they may lead far out into the 
buttocks. At least two assistants will be necessary, one to give 
the chloroform and the other to hold tlie buttocks well up out 
of the wav ; and. if vou have a third, so much the better, for he 
can handle the spongt^s and instruments. We shall first speak 
of opemting on a sim])le or a complete fistula, which is done 
after the following manner (see Plate VII): A groove director 
suitable to the size of the sinus is introduced into the outer and 




through the inner oi)ening into the rectum. It is then brought 
out at the anus hv the index finijer of the left hand, introduced 
into the rectum for that purpose. Then with a strong, straight, 
or curved bistoury divide the entire bridge of tissue resting on 
the director. This should be done as nearly at a right angle to 
the sphincter as possible, and not in an oblique direction as 
sonu^ do, for incontinence is more apt to follow the latter. 
When tlie fistula is not a deep one the silver groove director is 




Fii: :". — Ailiiiirli.iiirs >oi>s«»rs ami ttnx^ve 1>irector. 

proft^rabl(\ because it is more pliable. In cases of extensive 
fistula it is well to have a number of steel groove directors, of 
ditforinit lengths and si/.i^s, that will not bend, to use in oper- 
ati»Mis where the sinuses are lonsj, indurateil, and where tlie 
internal opening is situated so high up in the rectum that the 
distal euvl of the director cannot be brought out at the anus. 
In su<h cases a piece of s<^tt wood, or a steel gorget (see Fig. 
3(>) one-half inch (1'2.7 millimetres) wide and eight inches 
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(2 decimetres) long, is introduced into the rectum after the 
director is in projier position. Tlie knife is then made to follow 
the director along tiie fistulous tract until its point enters the 
rectum and is pressed into the piece of wood. Both sliould then 
be drawn together, thus severing all the intervening tissues. 
AUingliam's scissors and dii-ector are especially adapted for sucli 
cases. (See Figs. 37 and 38.) There is a knob on the under 
surface of tlie lower blade which is made to follow in the oval 
g^roove in the director, cutting tlie tissues from witliout inward. 




Fl|c-3^~^<>P^Hetbod of tTRinp! Alllngliniii'ii Hclssnm anil Director. 

One cannot be too careful in the selection of cutting instniments 
for operating on fistulas. Thoy must be strong and of the vciy 
best metal, else they are liable to snap in two when they come 
in contact with a deep sinus made up of scar-tissue. We had 
the misfortune in one case to break the knife and tlie operation 
was delayed for a considerable time before we succeeded in find- 
ing the broken blade and removing it. Another and a better 
way when the sinus reaches high up the bowel, or when other 
sinuses are suspected, is to dissect slowly from below upward. 
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following the director until the end of the sinus is reached; 
then any diverticula from the main sinus will not be overlooked. 
After complete division of all the tissues of a complete fistula, 
it is well to curette the entire tract or do as Mr. Salmon has 
recommended : make an incision along the entire bottom of the 
fistulous tract. This will insure healing from the bottom. 

Excision, — A few years ago Dr. Frederick Lange reported 
a number of cases successfully treated by excision, and recom- 
mended this procedure. The operation for some reason has not 
become popular. It is done afler tlie following manner : Tlie 
entire sinus should be laid open in a manner similar to that of 
tlie operation for a complete fistula. Tlien all of the old fistu- 
lous sinus should be carefully dissected out and the entire sur- 
face dusted over with some antiseptic, the rough surfaces per- 
fectly adjusted with catgut sutures, and a dry dressing applied. 
If tlie operation is a success there will be very little need for 
after-dressings, since the wound will heal in a few days by fii*st 
intention. In case it should not, it can be treated as aft«r 
the ordinary operation. AVe have performed this oi)eration a 
number of tim(?s, and have not been satisfied with it, for in 
all except a few cases we did not get healing of the entire 
wound by first intention ; and some of the operations were not 
only tedious, but difficult to do, owing to extensive cicatrices. 
The operation has proved eminently successful in cases where 
there were two or more external sinuses that communicate with 
each other and with the rectum. By dissecting out the sinus 
between the two external openings and bringing the edges 
together with catgut sutures, after the main one had be(*n 
divided, a good result was obtained in every instance. The 
sinus between the two external openings healed by fii'st inten- 
tion and the main on(% leading into the rectum, by granulation. 

liij Fistulativne, — That distinguished Southern surgeon, 
Dr. ]\rathews, of Louisville,* has devised a very ingenious 
instrument, the " fistulatomc " (see Fig. 39), which he recom- 

* Mathews. Disex'tos oT Kcctiiiii and Anus. First edition, p. 211. 
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mends in selected cases. As yet we have never used this 
instrument ; so can neither commend nor condemn it, from an 
experimental stand-point. We believe, however, that its sphere 
of usefulness is limited to those cases where extensive cutting is 
contra-indicated and to cases where patients cannot be per- 
suaded to have a better and more radical operation performed. 

Blind External Fistula. — In this variety there is no open- 
ing into the bowel. They are to be operated on just like the 
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Fig. 39.— Mathews's Fistulatome. 

complete variety, after an opening has been made into the 
rectum by forcing the director throiigh it, thus making it 
complete. 

Bliiid Internal Fistula. — In this variety, aft;er the sphincter 
has been divulsed, the speculum introduced, and the internal 
opening located, a director (sec Fig. 40) or probe is passed into 
it and passed downward until it makes the skin bulge out; 




Fig. 40.— Author's Angular Groove Director for Blind Internal Fistula. 

then, with a bistoury, make an incision over the end of the 
director. It then slips through and you have a complete 
fistula, and all tissues on the director are divided. 

Complete External Fistula. — This variety is usually super- 
ficial, and can be divided without any anesthesia by introducing 
the director into one external opening and out at the otlier, and 
quickly severing the intervening tissues. 

Complete Internal Fistula. — The only difference in oper- 
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ating on tliis variety and the one just described is that the 
specuhim is necessary that the openings may be located and 
the director introduced, after which the operation is performed 
as previously described. 

Horseshoe Fistula. — When two or more external openings 
appear upon tlie buttocks a thorougli examination should be 
made to ascertain wlietlier there be two distinct fistulas or if 
tlie two external openings communicate witli each other and 
witli tlie rectum by one sinus, constituting a horseshoe fistula. 
(See Figs. 33 and 41.) When tlie latter condition is found, it 
gives the surgeon a chance to display liis ingenuity in doing the 
operation as it should be done, — namely, all the sinuses between 
the external openings should be laid open first, then made to 
commnni(*ate with the rectum by dividing the main sinus. (See 
Fig. 42.) In this way the sphincter is severed but once and 
there is little danger of incontinence's following the operation. 
On the other hand, if the director is passed into each of the 
outer openings, forced into the rectum, and the tissues divided 
once for each opening, the sphincter will be cut two or more 
times and the danger of incontinence is materially increased. 
Incontinence almost invariably follows when the sphincter has 
becm divided three times. In exceptional cases, however, incon- 
tinence will follow in spite of every precaution. Knowing this 
to be a fact, we always mention to patients the possibility of 
•this accident following the operation, though it is not likely to 
occur; then if, after this explanation, incontinence does occur, the 
patient will take part of the blame upon himself for submitting 
to the operation. On the other hand, if you do not caution 
him, and incontinence follows, he will never forgive you, and he 
is likely to refuse the payment of the bill and bring suit against 
you for malpractice. 

Recto- Vaginal Fistula. — The question is sometimes raised 
as to who should operate on this variety of fistula, — the rectal 
specialist or the gynecologist. So far as our practice is con- 
cerned, we have been in the habit of operating on all such 
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cases coming to us for treatment, and we are willing to concede 
to our gynecological friends the same privilege. In tlie treat- 
ment of this form of fistula the principle of the operation is 
much the same as in other varieties. Some dissect out the 
fistulous tract and suture the edges togetlier and endeavor to 
get union by first intention ; others divide the sinus and allow 
it to heal by granidation ; and still others prefer the elastic 
ligature. For a further and more complete description of this 
operation we respectfully refer the reader to the standard works 
on diseases of women. 

Redo- Vesical Fistula. — When due to malignant disease, 
local operations will be of little benefit and inguinal colotomy 
should be performed at once. The relief afforded will be 
marked and the patient will be made comfortable as long as he 
may live. On the other hand, when the communication be- 
tween the bowel and the bladder has been caused by an injury 
or an abscess, a local operation will often prove a success. In 
case the patient refuses to have the knife used, the application 
of caustics to the opening, or, better still, the actual cautery 
will sometimes induce healing. Mr. Edwards, of London, 
reports two cases cured in this way. 

Eecto- Urethral Fi^tnla should be treated by cauterization, 
actual or medicinal, or the edges of the fistulous opening 
should be pared off and sutured together. The judgment of 
the operator must be used in the treatment of this variety, for 
the oi)eration suitable to one might not do for another. Strict- 
ure is the most potent cause of this form of fistula, and must 
be relieved first, else any operative procedure for the cure of the 
fistula will prove a failure. 

Before referring to the after-treatment we desire to review 
briefly some of the more salient features connected with the 
opemtions for the cure of fistula : — 

1. Always operate under rigid aseptic conditions. 

2. Be certain that all sinuses and diverticula have been 
divided. 
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3. See that the director is not forced out of the main tract 
into the neighborhig tissues. 

4. Divide the sphincter at a right angle and not obliquely. 

5. Ligature or twist all spurting vessels. 

6. Guard against injuring the |)eritoneum when the sinus 
is high up. 

7. Guard ngainst cutting the vagina, prostate, or urethra 
when the sums is in the anterior wall of the rectum. 

8. Do not operate on patients suftering from acute phthisis 
or ^right's disease. 

9. Give patients the benefit of the sun as much as possible. 

10. Do not pack the dressings tightly after the first twenty- 
four hours, hut lay the gau//^ loosely in the bottom of the tract. 

11. Warn your patient of the possibility of incontinence's 
following the opemtion. 

12. T3e guarded in your prognosis. 

After- Treatmoit, — The after-tn^atment of fistula is of almost 
as much importance as the operation itself; for, undoubtedly, 
many of tin? failures following oixnations for fistula have been 
duo to inattention in taking care of the wound while granulating 
or to meddling with it too much. Our plan is to pack the 
sinus firmly with gauze immediately after all bleeding has been 
arrested. This dressing is then left in situ for twenty-four liours, 
by the end of which time the dressing has become hard and dry, 
iK^cessitating a change. The gauze can be removed slowly and 
with little pain if a stream of bichloride solution is allowed to 
play upon it. The wound is then thoroughly cleansed with 
peroxide of hydrogen, carbolic acid, or boiled filtered water, 
after whicli fresh gauze is laid loosely in the bottom of the sinus 
to insure its healing from the bottom. We have time and again 
seen healthy granulations arrested by too frequent dressings and 
where tlie drc^ssings were packe<l too firmly in the sinus. The 
wound should never Ix^ probed unh^ss there is positive evidence 
that pus is forming in the deeper tissues. When this occurs 
there will be a sudden rise in the temperature and an increase 
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of pain. As a rule, it will not be necessary to tie the bowels 
with opium, as many surgeons do, when the paticjut has been 
properly prepared for the operation. The diet afterward is 
light and should be confined to fluid and semi-solid foods. Or- 
dinarily the bowels will not move of their own accord before tlie 
third or fourth day, and sometimes not for a week. When they 
do not move on the fourth or ftfth day a dose of castor-oil, salts, 
or a Seidlitz powder is prescribed, to be followed by an injection 
of warm water to soften the movement. Any one of the reputable 
mineral waters known to have a cathartic action may be pre- 
scribed with satisfaction. After each action the parts should be 
cleaned and fresh dressings appHed. The food must be limited 
to strong soups, soft-boiled eggs, and actual beef-juice, luitil the 
fistula is healed sufficiently to permit the passage of full-sized 
motions without harm's being done. The pain, after these 
operations, is usually very sliglit, except at tlie time when the 
dressing is made. In case the pain is sufficient to keep tlie pa- 
tient awake, one-fourtli grain of morphine hypodermatically is 
prescribed at bed-time. It prochices the desired effect and 
seldom has to be repeated after the first niglit. For the first 
few days all patients are required to rest quietly in bed, after 
which time they are allowed to lie on a lounge in the sunshine, 
but must not walk about until the sinus has almost entirely 
healed, for too much exercise tends to arrest granulation. The 
most important thing in the after-treatment is to see that the 
sinus heals from the bottom. In many cases there will be a 
tendency for the skin to bridge over near the anus, leaving a 
channel below. Tliis must be broken up with a probe. It is 
well, also, to look out for burrowing sinuses. They will be in- 
dicated by a rise of temj^erature^ increas(*d pain, and a more 
abundant discharge than would be expected from the original 
gmnulating sinuses. When such sinuses are found they must be 
laid open at once and treated like the original one. When gran- 
ulations are sluggish or arrested, simple irrigation will not be 
sufficient, and some stimulant must be applied. There are many 
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good ones, such as balsam of Peru, uitrate of silver ten grains 
to one ounce, carbolic acid, zinc, calomel, carbolized oil, and the 
stearate of zinc with iodoform, etc. AVe prefer lotions and 
powders to ointments, because they do not soil the linen and do 
quite as well. 

PROGNOSIS, 

Patients almost constantly inquire how long the operation 
will confine tliem to the bed. This question cannot be answered 
witli any degree of certainty until atler the oi)eration, for a 
fistuUi that at first appears to be a simple one may prove to be 
complex, having many sinuses leading off in different directions 
from it. Operations for fistula seldom termhiate fatally unless 
the cutting has been very extensive. The time required for 
patients to get well depends on the vitality of the patients and 
the magnitude of the operation. An ordinary case will get 
well in two weeks ; in others, when the sinuses are long and 
deep, it will take from four to six weeks and even longer. 

ILLUSTRATIVE CASES. 

Case YII. — IIoiiseshoe Fistula. 

Mr. L., referred to me hy Dr. Keteliersid, of Ilope, Kansas, aged 38 
years, fanner, eiiine under my care sutt'ering from a fistula, lie attributed 
its origin to an injury received from a fall upon the frozen ground that 
gave rise to an abscess, which i)ained him a great deal for several days. 
He applied [multices ; the fistula pointed and was lanced on the eighth 
day and the pus evacuated. The incision made was too small and, in 
spite of fresh poultices, it closed again. The pain and throbbing 
returned for a few days, when it burst and a large quantity of pus 
escaped. This thing occurred a number of times; every time the open- 
ing closed a new abscess formed and new openings would appear on the 
buttocks above and in front of the anus in the perineum. During this 
time his sulfering had been very great, notwithstanding the fact that he 
had used many medicines, lotions, and ointments. One gentleman pro- 
posed an operation, but this he refused, because he did not want to be 
confined to bed. At length his sutt'ering became so great that he con- 
cluded to submit himself to proper treatment. When I first saw him 
his general health was good and he complained of nothing except the 
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pniD and itching caused by the discliai'ge, wLiuh kept the gjarts abuut the 
niiiia irritated. The sltiu immcdintely sunuiiiiding the openings was ofa 
Unli, purplish-red color, and the indurated, listiiloiia siims could bu easily 
ti-aeed along the Mubciitaneous tissues with the finger; live well-marked 
upeuiugs were located (see Fig. 41), — two in the perineum, two on the 
lud buttock and one on the riglit butlouk ; one of the perineal openings 
was jnst below the scrotal attachment near the centie, tlic other was one 
inch (2.54 centimetres) below and a little to the Iclt of the iipi>er one. On 
tlie lefl, buttock one of the openings was one and a. half inches (3.T6 




Fig. <].— Horseshoe F 



MultiplD OiMDfngs 



centimetres) from and a little above the anus, while the other was below 
and about one inch (2.54 centimetres) from the anus. The opening (see 
Fig. 41) on the right buttock was situated far ont on the buttock, about 
five inches (12.7 centimetres) from the anus. On examination I found 
that the perineal openings CDmmniiicated with each other and with the 
openings upon the left buttock, but none communicated with the rectum ; 
and, further, that the one on the right side did, for I could pass a prol>e 
through tlie outer opening and it entered the rectum at least two inches 
(5 centimetres) above the anus. Digital examination revealed the 
presence of a firm fibrous or cartilaginous band about an inch (2.54 
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centimetres) tliii;k, extending nc^ross the rcetiim ueitrly tno iuelies (5 
Gentiineti-ufl) above the nnus. The patient wtia ordered to take a batli, 
two tenspoonruls of licorice-jiowiler to be tukeii at ouee, atul an injection 
to be given on the following day, one hour previoiie to the time set for 
the operation. Tlic parts liuving been praviously sliaved and the patient 
thoroughly anesthetized groo c d'r ctor w is [ ass I f ooi o e ] er'ncal 
opening to the other iii I II t r c g t ssu a were liv del Ibe tbe 
sinus extending tlienc to tl e 1 1 er | n g o tie left butto k was 
divided, after which the d rector w s eas ly male to pass nto and 




tlirougli the lower opening on the same aide, which was 1,reatc<l in a 
similar uninner. A carefnl 9<'!irch wan made to sec if there were any com- 
inniiieation with tlic liowel, 1int none eonid lie located, and I directed my 
attention to the opening on the right buttock. It was foand tlint an 
oriiinary groove ilirector waa far too short to reach fiom the external 
oiwninp; into the 1)oitc1, and a long an<l very strong steel director was 
selected and passed into llic external and through the internal opening 
within the bowel, where it conhl lie felt witli the index linger of the left 
hand introduet-rl for that pnrposo. It was found that the tissnea to he 
divided were so lirm and thick tliat the internal end of the director could 
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not be brought outside tlie anus iis in ordinary cases. A strong and sharp- 
pointed bistoury was then passed ah)ng the director until it could be felt 
in the bowel, when it was pressed into a i)iece of pine-stick to prevent 
doing any damage. The knife and stick were then drawn out at the 
same time, dividing all tissues between them. (See Fig. 42.) A short 
sinus running at right angles to the main one was found and divided. 
Thus all the sinuses were made to communicate with each other. 

When all the sinuses had been divided, they were curetted and 
Salmon's back-cut made along the back of each one. After this they 
were irrigated with a solution of bichloride and tightly packed with 
iodoform gauze and cotton, and the patient ordered to bed with instruc- 
tions to have an hypodermatic of one-fourth grain of mor[)hine, in case 
he suffered much pain the first night. The dressings were not changed 
until the second day, when they were replaced. The only dilference in 
the dressing was that the gauze was placed loose)}' in the bottom of the 
sinus, for there Avas no fear of hemorrhage after the first twenty-four 
hours. The dressings were changed every other day for three weeks, at 
the end of which time all the sinuses were completely healed, and the 
patient returned to his home happ}'. 1 received -a letter some months 
later saying that he was entirely well. 

Case VIII. — Blind Internal Fistula. 

A lady was sent to me from Kansas to be treated for some rectal 
trouble with the following symptoms : She said she had been constipated 
for several years ; did not have more than two actions a week ; and then 
strong purgatives were used. She was very nervous, and sutiered almost 
constant pain in the rectum, which was very much worse during and 
after defecation. The pains were sometimes reflected up the back and 
down the limbs. There was no bleeding at any time, and very little dis- 
charge ; once or twice there had been a small amount of pus on the 
feces. On examination the rectum and anus seemed perfectly healthy, 
except that the sphincter was tightly contracted and very much thick- 
ened. I came to the conclusion that her trouble was due largely to con- 
stipation, the result of the feces becoming impacted and pressing upon 
the nerves, causing a reflex spasm of the sphincter muscle that was 
largely responsible for the pain. Divulsion was decided upon and done 
thoroughl}' ; a large-sized Pratt speculum was introduced and a careful 
examination made, wiiich revealed the presence of a small, inflamed area 
about one inch (2.54 centimetres) above the anus. In the centre was a 
little pocket formed b}^ the transverse folds of the mucous membrane. 
A small probe was selected and i)ressed flrst on one place and then 
on another until an opening was found. The probe passed beneath the 
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niciubrane and downward toward the surface until its point could be 
felt about one inch backward and a little to the left of the anus. The 
author's angular groove director was then made to take the place of the 
probe and was pressed against the skin. An incision was made over the 
point, and it was forced through the skin and all the tissues thereon 
divide^l. The wound was treated as after an ordinary o|)eration for 
complete fistula, and the patient was perfectly well at the end of three 
weeks. I report this case simply because it shows just how easily we 
may be mistaken in our diagnosis unless we use extraordinary care in 
making an examination, even when chloroform is used for that purpose. 



CHAPTER XI. 

THE RELATION OF PULMONARY TUBERCULOSIS 

TO FISTULA. 

This subject is one of much importance and is deserving 
of special and separate consideration, for any surgeon who 
operates frequently for fistula in ano will notice the frequency 
of phthisis as a complication. Then the questions arise: Ought 
we to operate on such cases % If we operate on some of them, 
what signs or symptoms must be our guide in selecting cases 
tliat are likely to improve after the operation ? These questions 
are difficult ones to answer, for it is not easy to draw the line 
between those that are and those tliat are not fit subjects for 
opemtion ; yet by making a special study of each case it can be 
done, as we will attempt to show farther on in this chapter. 
There has been much difference of opinion as to the relative 
frequency of one of these diseases to the other. Probably from 
4 to 6 per cent, of all phthisical patients have fistula, while a 
much larger percentage of those afflicted with fistula have 
phthisis, — namely, from 12 to 15 per cent. It has been our lot 
to meet a large number of cases of fistula complicated with 
phthisis during the last few years, and we do not hesitiite to say 
that they have worried us not a little. In tubercular ulceration 
we have two varieties, — one where the little tubercles can be 
located in the rectum about the ulcerated spots, while the other 
variety consists of a simple ulceration, in a debilitated patient 
afflicted with tuberculosis of the lungs. So we meet with two 
kinds of tubercular fistula, — one as a result of localized inhercidar 
ulceration with or without any lung complication ; the other, a 
fistula in persons who have lung trouble due to the absorjition 
of fat about the ischia, general debility, and abscess. In the 
feces of the first variety can be found the tubercle bacilli of 
Koch, while in the second variety they cannot be found unless 
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sputum coiitiiiniuji^ them has been swallowed and gastric digestion 
has been impaired to such an extent as not to destroy them or 
their spores. 

Symptoms. — The patient's j^eneral appearance, the symp- 
toms and local changes of one aftiicled with a tubercular fistula 
are so distinctly different from the ordinary fistula that a sur- 
geon who has seen one case will have no difficulty m diagnosti- 
cating another. A person thus afflicted will be run down in 
general health and liave a sallow complexion. Many of them 
are annoyed by a cough. The anus will be found patulous and 
surrounded and almost hidden by an abundance of long, silky 
hairs ; the ischio-rectal fossa) are ai)parently drawn in, owing to 
the absorption of fat ; the external opcaiing of the fistula is large 
and irr(»gular in shape, and the skin surrounding it is of a bluish 
tint, and the edges drooj) down into the opening. On passing 
the finger or probe into this opening it can be made to sweep 
around in almost any direction for an inch or so beneath the 
undermined skin. At the same time it will be observed that 
the fistula has not burrovvod deei)ly. On passing the finger 
into the bowel the internal opening \\\\\ be located, usually 
within an inch of the anus, and it, like the external, is large 
and the edges irregular. These patients have little pain except 
from excoriations. Not infrequcMitly the destructive process has 
been so extensive that the finger can be pressed through the 
external opening and into the bowel with ease. The discharge 
is usuallv abundant, thin, and vvat(?rv. What a contrast to the 
ordinary fistula with its small openings, tight sphincter, rounded 
buttocks, increased pain, etc. ! 

Tmdmcnt. — Having mentioned some of the most impor- 
tant diagnostic features, we will j)roceed to the treatment, which 
in a large measure should be op(»rative. Now and then, how- 
even*, we find a case that we can at least make comfortable or 
even effect a ciu*e bv less radical treatment. Now to the 
important cpiestions put in the beginning of this chapter: 
" Ought we to operate { If so, on what class of cases'? " 
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These questions have been studic^d and discussed as fre- 
quently as almost any other subject connected with rectal 
surgery, and yet no definite conclusions liave been reached. 
Some high in authority believe that we should not operate on 
this variety of fistula under any consideration ; others equally 
high claim tliat we should, llecent writers on this subject, 
however, especially those who are doing a large amount of 
rectal surgeiy, look more favorably on operative procedure than 
did the earlier writers. The reasons given for non-oi)erative 
interference have been vague in many respects. Some say not 
to operate, for the wound will not heal ; others, that if we operate, 
the lung trouble, when present, will be aggravated and tlie 
patient will die ; and, in cases where no lung trouble has de- 
veloped, if the sinus is h(»aled there will be no outlet for the 
discharge, and, in consequence, a lung trouble will be produced. 
There is some excuse for the first assertion, for it cannot be 
denied that occasionallv a tubercular fistula refuses to heal, and, 
further, that they all heal much more slowly — due to the cough 
and low vitality — than an ordinnry fistula. At the same time 
we have witnessed many favorable results in our own practice 
as a result of opemtive procedure. The other reason for not 
operating — nnmely, that the lung complication will be increased 
as a result of the arrest of an unhealthy discharge — has no 
foundation. The quicker such reasoning is done away with, the 
better it will be for these sufferers. We know that there is no 
intimate anatomical relationshij) between the lungs and the anus 
or the tissues immediately surrounding it, and just why the 
arresting of a destructive process in tlu^ one should affect the 
other is not sufficiently apparent of itself to condemn opera- 
tive procedure. 

We are justified, tlien, in operating on all those patients 
suffering from a tuhercular fistula in its stnctest s(Mise, and also 
those who have a simple fistula with lung coin pJ la ft ions, pro- 
vided the patient's general condition will permit it. It is the 
condition of the patient at the time we are consulted that should 
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decide this question, and not the fact that the patient may have 
a localized tuberculosis, either in the anal region, lungs, or 
both. We desire very much to emphasize this fact, for we 
have seen many patients who suffered for years and would not 
submit to an operation because they had been told by some one 
that, because they had a predisposition to phthisis, if the fistula 
were healed they woidd die of lung trouble. It is not an easy 
matter to lay down a given rule to go by in the selection of 
cases whose condition would be improved after an operation. 
It is safe to say, liowever, that we certainly should not opemte 
on patients we know to have acute phthisis^ — that is, where 
the lung trouble is of recent date and is progressing rapidly. 
Wlion the patient is emaciated, has shortness of breath, night- 
sweats, almost constant coughing, etc., lie will in all probability 
die in a few weeks of the lung trouble. An opemtion would 
only cause him more suffering and the sinus would not heal, 
owing to the constant and rapid lowering of vitality. In such 
a case all we can do is to use cleanliness, soothing lotions, and 
ointments to make him comfortable while he does live. To 
clean and stimulate the wound any of the ordinary antiseptic 
solutions — such as ('ondy's fluid, carbolic acid, and bichloride — 
will do as w(^ll as any after the sinus has been syringed out with 
the pcMoxide of hydrogen. In addition, codliver-oil, creasote, 
and tonics should be lU'escribed to build up the system in general. 
In spite of anything that can be done, many of these patients 
will not imjHOve in the slightest, but will rapidly dcHiline until 
death claims them. On the other hand, we are justified in 
operating on all cases that have phthisis where the destructive 
l)roc(»ss is sjoir and where the fistula is causing some pain^ 
lowering vitality, and causing much mental icorry as a result of 
the constant and profuse discharge. It cannot be denied that 
manv who have had fistula and tuberculosis of the lunsfs have 
recovered. Knowing this to be a fact, and that the discharge 
from a fistulous tract is very exhausting to both mind and body, 
we should operate and endeavor to stop this great di*ain upon 
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the system and thereby immediately lielp the lung trouble. It 
is much easier for nature, assisted by us, to take care of one 
destructive process than two, as was the case previous to the 
operation. When it has been decided that the case under ad- 
visement is one suited for an operation, there are many pre- 
cautions to be taken before and after the operation. In the 
first place the patient's general health should be improved as 
far as possible by tonics and nourishing diet, such as milk in 
large quantities, eggs, pure beef-juice, rich soups, etc. Not 
mfrequently a little trip to the sea-side will prove beneficial, 
both from the sea-breeze and the change of scenery. The 
bowels should be moved, the rectum washed out, and the patient 
is ready for the operation. 

As regards the anesthetic to be used, chloroform should 
always be selected when lung trouble is present, unless there be 
some marked contra-indication, for ether has a tendency to 
irritate the air-passages and cause an increased secretion of 
mucus in the same. From personal experience we have been 
led to believe that many of the deaths following operations 
on this class of fistula have resulted from inflammation of the 
lungs induced by the administration of ether ^ and not as a result 
of the cutting or closure of the fistulous sinuses. Chloroform 
rarely ever causes any irritation of the air-passages. The oper- 
ation differs slightly from that for ordinary fistula in that it 
should be performed quickly and in such a way as to have 
little bleeding, as the amount of blood lost to these patients is 
of vast importance. Caution should be used not to incise the 
sphincters too freely, especially the internal sphincter, owing to 
low vitality. When they are cut once, incontinence may 
follow ; and if they are cut two or more times, incontinence will 
certainly follow. After the sinus has been laid open it should 
be curetted and the skin along its edges trimmed. The wound 
should be packed and the patient immediately placed in a warm 
bed and surrounded with hot bottles and given stimulants if 
there is any tendency to shock. 
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Aftev'Treatmerit. — The patient sliould not be allowed to 
stay in bed after the tliird day, but must be made to get up and 
lie on a lounge, near a window, where he may have the full 
benefit of the sun. Just as soon as the weather and his con- 
dition will permit, he should be required to spend most of his 
time out in the fresh air sitting about. Unless his hygienic 
surroundings are looked after, the operation is likely to prove 
a failure. The wound requires the same kind of treatment as 
that of an ordinary fistula. All tonics and nourishments that 
proved beneficial in building the patient up previous to the 
operation should be continued afterward until he is in a fair 
way to recover. There is one more point connected with the 
after-treatment that we desire to mention before closing this 
chapter, — namely, that it is not well to have the bowels move 
oftener than every third or fourth day, for the frequent use of 
purgatives may be the means of starting a diarrhea that will be 
difficult to arrest, which exhausts the patient very quickly and 
delays healing from the irritating discharges passing over the 
wound. 

ILLUSTRATIVE CASES. 

Cask IX. — Tuijercular Fistula. 

Mr. P. was refi'ircnl to me l)j Dr. Chassagne, of Kansas City, who 
had been treatini*- him for phthisis. Two months prior to the time he 
en me to me a large abseess formed on the right buttock, Inirst, and n 
fistuhv was formed from whieh large quantities of a thin-looking pus was 
discharged, lie suHered much pain, was weak and almost exhaustetl. 
He had the ordinary symptoms of phthisis, — hemorrhages, cough, and 
night-sweats. On examination the upper portions of both lungs were 
found to be involved. An operntion was decided upon and I determined 
to tr}' the elastic ligature, as used by Mr. Allingham, so that there would 
be no blood lost and he would not be confined to liis bed. Both the 
external and internal openings being large, a j)robe, threaded and stitche<l 
to the rublier ligature, was easily passed through tlie external opening 
into the rectum and brought out at the anus, thus including all the 
tissues to be divided. The ligature wms then made taut and the ends 
were ])assed through a piece of lend with an opening in the centre. B3' 
the aid of strong forceps the lead was pressed together and the ligature 
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made secure. The whole procedure did not take more limn five uiinutes 
and caused very h'ttle pain. Tonics and nutritious food were ordered 
and he was told to spend all his time in the fresh air when the weather 
would permit. In two weeks the ligature cut its way out and left a 
healthy, granulating sinus, which was dressed as after the ordinary oper- 
ation for fistula. In two months from the time he came to me for treat- 
ment the fistula was well and he had improved very much in general 
health. 

Case X. — Tuberculae Fistula. 

Mr. J. C, aged 27, referred to me from the country, was suffering 
from chronic phthisis and from fi fistula in ano, the latter annoj^ing him 
very much. The discharge was very profuse and kept the surrounding 
parts irritated all the time. On examination it was found to be com- 
plete ; the external opening was large and to the left, and one inch (2.54 
centimetres) below the anus ; the opening in the bowel was between the 
external and internal sphincter muscles. The ])atient was emaciated, 
coughed considerably, and now and then had night-sweats. He had 
l)een suffering from lung trouble for one j^ear, but there was no evidence 
that he would die from the lung complication for a long time ; conse- 
quently, I decided on the ordinar}^ operation for complete fistula. The 
sinus was divided, curetted, and all of the undermined skin trimmed ofl* 
with scissors. The usual dressings were then applied and the patient 
put to bed and surrounded by hot bottles. There was very little shock, 
and on the following morning the patient expressed himself as feeling 
better than he had for weeks. From this time on there was no increase 
in the lung trouble. He was requested to lie on a lounge in the sunshine 
dail}' after the dressings had been changed until the end of ten days ; 
after which time he was allowed to spend most of his time in the park. 
Tonics and creasote were given, and at the end of six weeks the sinus 
had completely healed. I advised him to go to El Paso, Texas, for a 
few months, which he did. At the end of a year he returned home much 
improved in general health and informed me that the fistula was entirely 
well. 



CHAPTER XII. 

INCONTINENCE OF FECES. 

It is difficult to conceive of any more serious accident that 
could follow any operation about the rectum than incontmence; 
for what could be more deplorable, cause more annoyance or 
mental worrv than to lose all control ot the bowel] Inconti- 
nence mny he caused by either permanent or temporary paral- 
ysis. The Intter condition is sometimes brought about as a result 
of some local irritation within the rectum, that excites and keeps 
up a constant spasmodic contraction and relaxation of the 
sphincter until it becomes tired out and remauis passive. In- 
continence may be caused by ulceration, benign or malignant, 
wluue one or both sphincters have been destroyed. Again, it 
may he the n^sult of any operation about the anus where it is 
necessary to divide the sphincter muscles one or more times. In 
all operations for complete fistida this is necessary; hence, in- 
continence will follow operatiois for fistula in ano more fre- 
quently than for any other disease. After operations for fistula, 
patients are frecpiently unnecessarily alarmed because of their 
inability to retain wind and li(piid feces. This lack of sphinc- 
t(Mic power may last for several weeks, until the sinus has 
entirelv healed and the cut muscles are reunited. It is well 
to inform patients about to be o[)erated on that they will prob- 
ably not have perfect control of the bowel for a few weeks, and 
that now and then permanent incontinence follows the operation, 
but tliat all who hope to get well must take this risk. Per- 
manent incontinence occurs more frequently in women than 
in UKMi, and is almost certain to follow an operation where the 
sphincter has been severed at its junction with the sphincter 
vaginie, for it tluMi has no fixed point above ; consequently, it 
will be unable to contract sufficientlv to comi)letelv close the 
anus, and the feces. wIkmi fluid, will constantlv leak out at that 
(lOG) 
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point. It is more apt to follow operations where the incisions 
have been carried high up the bowel, above tlie internal sphincter, 
than where they do not go higher tlian one inch above the anus. 
It is also more apt to follow where tlie muscles have been 
divided obliquely than at right angles, and where the muscles 
■ have been cut two or more times. Sometimes the muscles may 
be severed several times and incontinence will not follow; on 
the other hand, it has been known to follow an oi)eration wiiere 
the external sphincter Jilonc had been cut. Wliy incontinence 
follows a comparatively trivial operation in one ease, while in 
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another much more cutting is done (see Fig. 43), yet the patient 
will have ]>erfect control of the bowel, has been the subject of 
much study. Explanations have been brought forward by 
prominent surgeons. Kelsey thinks the explanation lies in 
the fact of vicious ciciitrizntion, by which the ends of divided 
muscles are not brought into accnmto apposition. If this is 
tnie, it explains why a single cut may cause incontinence ; the 
ends of the muscle being separated by a cicatrix lor a viiiiable 
distance, the musrh- bus no fixed point of support and loses its 
power. In another case it may have been divided in several 
places and afterward have healed in such a way as to leave the 
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segments of muscle united as one undivided circle, without being 
followed by incontinence. Another thinks the incontinence is 
the direct result of dividing the nerves supi)lying the muscle. 
It is not of so much interest to us to know how or why incon- 
tinence occurs as to be able to correct it. There is no other 
operation in rectal surgery that will prove more gratifying to 
both pati(Mit and surgeon than that for incontinence when suc- 
cessfully performed. A patient, once relieved of this deplorable 
condition, never ceases lauding the one who did it. 

Treatment. 

Incontinence may be cured in two ways, — first, by cauter- 
ization ; second, by plastic operations similar to those for re- 
pairing a lacerated perineum in women. It is always essential 
to tell the i)atient that you may not be able to cure him by the 
first operation ; but it may require two or more, and take sev- 
eral weeks or even months to bring about the desired results. 
If the patient will only put himself in our hands until we are 
ready to discharge him, we can promise material help, if not 
an entire cure. 

Cauterization. — Cauterization for the cure of incontinence 
comes highly recomnicnd(Hl from all writers on the subject. We 
have always found the Paquelin cautery to be all that could l)c 
desired. The extent to which it should be applied is dependent 
upon the nature of the incontinence — that is, whether it is partial 
or complete — and on the condition of the anus. After removing 
any piles, tabs of skin, etc., that might be present, the cautery- 
point at the dull-red heat should be applied to both external 
and int(nnal sphincter muscles in four or five places (see case) 
at an equal distance apart. We have been in the habit of 
pressing the cautery almost through the entire depth of muscles 
to insure decider! contraction. Then it is pressed deeply into 
the tissues at the junction of the skin and mucous membmne in 
three or four places ; this insures a marked contraction at the 
anus. If after the first a])plication sufficient contraction does not 
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follow, cauterization should be repeated. Tlie operations should 
be at least two mouths apart, for sometimes tlie contraction takes 
place slowly. It is surprising how much contraction will follow 
a comparatively slight cauterization, and the relief thus afforded 
is very great. 

Plastic Operation, — The simplest manner of operating is 
tacut the muscle at a right angle at its weakest point ; the ends 
of the muscle on either side of the incision are then seized, fresh- 
ened, and brought into accurate api)osition by silk-worm or cat- 
gut sutures, and dressed with antiseptic dresshig. If the oper- 
ation prove a success, they will unite by first intention in a few 
days. In fact, the anus can be made just as small as the oper- 
ator desires by additional sutures. In all cases where the ends 
of the muscle can be united tlie results will be good. In simple 
cases the plastic operation is preferable, because it effects a cure 
in a few days, and there will not be any abnormal contraction. 
In severe cases where scar-tissue is abundant and the anus 
is wide open all the time, the cautery api)lied as previously 
described gives the best results; for when such a condition exists 
one could scarcely expect to get union by first intention, owing 
to tension on the sutures and impaired circulation in and about 
the scar-tissue. In cases of incontinence due to malignant dis- 
ease, ulceration, and paralysis, the indications for treatment are 
the same as if it had occurred after simple operation. In ad- 
dition to the surgical treatment, constitutional remedies must be 
prescribed for those who are anemic and debilitated. 

ILLUSTRATIVE CASE. 
Case XI. — Incontinence due to Rupture op Sphincter Muscle. 

A few months past Mrs. B. was referred to me to l)e treated for 
total incontinence, and she gave the following history : She was 80 years 
old, and had never been sick a day in her life until two years ago. Then 
she had a pain in the regicm of the tubes and ovaries. Siie consulted a 
prominent physician of our city, who removed the offending organs. 
After she had recovered from the immediate effects of the operation, he 
informed her that she had piles — which was news to her — and that s]i(» 
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must have the rectum stretched. Believing this essential, she consented, 
and was again anesthetized and the operation performed. In due time 
the abdominal wound healed and she was discharged. She returned to 
her home to assume her household duties. During this time she liad no 
control of the bowels, and the feces passed out as quickly as they entered 
the rectum, wiiich was very annoying and necessitated the wearing of 
a napkin constantly. The surgeon was consulted, and he replied that 
the muscle would regain its power in a few weeks; but it did not, and, as 
the weeks and months rolled by and no improvement was noticeable, she 
insisted on something's being done. He at last endeavored to repair the 
injury by a plastic operation similar to that used for the repair of the 
perineum. It was a failure, as were the two subsequent ones performed 
several months apart. At this time the patient decided to try some one 
else, and was referred to me. Examination revealed the presence of many 
scars in the anal region and complete loss of sphineteric power. I told 
her of the state of affairs, and said I believed that she could be l)enefited 
very much and possibly cured, as far as the leakage was concerned, if she 
would place herself absolutely in my hands until she was discharged. 
She readily consented, for life was simply unbearable in her then con- 
dition. Two days later I operated at All-Saints Hospital, before the 
members of the post-graduate class, after the following manner: She was 
placed in the lithotomy ])osition with the limbs well flexed upon the ab- 
domen. A large bivalve speculum was introduced and the rectum irri- 
gated, after which it was wiped i)erfectly dry. With the Paquelin cautery- 
point I made a number of deep linear burns into the rectal wall, about 
three (juarters of an inch (1.8 centimetres) apart, beginning at the upper 
margin of the internal sphincter muscle and terminating in the skin just 
without the external sphincter. Strips of iodoform gauze were smeared 
over with vaselin and placed in the rectum to keep the walls apart. 
Three days afterward the gauze was removed, the rectum irrigated, and 
fresh gauze replaced. The rectum was dressed in the same way for tliree 
weeks, when she wns discharged from the hospital able to retain solid 
feces. I informed her that the contraction would he more in several 
weeks, but that it was possible that another operation might be required, 
and for her to come to the otlice from time to time. Last month I saw 
her, nine months from the time she left the hospital, and she could retain 
li(iuids and solids without any difllculty, and was very grateful for the 
services rendered her. I Inive reported this case at length, because it 
shows how easily incontinence may be produced, and to point out the 
most satisfactory way of relieving it. 



CHAPTER XIII. 

FISSURE AND PAINFUL ULCER. 

That fissure of the anus is a very common affliction none 
can deny, for we are all familiar with a hirgc number of people 
who suffer from it. We all know how common constipation is, 
and it has been observed that constipation is the most potent 
cause of fissure. In fact a very large percentage, if not all, who 
suffer from constipation have had or will have a fissure at some 
period of their existence. It is necessary to impress this lact 
so that the attention of both the physicians and the laity may 
be drawn to this subject, that they may be on the lookout for 
this common evil and at once recognize it. It is a condition 
that can be easily and speedily corrected. Fissure has been 
written and talked about since the time of the ancients to the 
present day, sometimes under one name, sometimes under 
another, but it did not receive that special consideration it so 
much deserved until about sixty years ago, when M. Roycr 
gave it his special attention, he having had a large experience 
in the treatment of this disease in its various forms. He would 
lead us to believe that all cases of fissure are accompanied by a 
painful anal spasm of the sphincter ani muscle, and that this 
painful contraction in reality constitutes the disease, whether 
attended by a rent in the mucous membrane or not, and that 
the disease is not in the mucous membrane itself, but that it is 
in the sphincter muscle alone. Bodenhamer, in his most excel- 
lent and exhaustive work on "Anal Fissure," says that the 
ancients, when sjieaking of fissure, did not mention anal spasm, 
and, further, that while M. Beyer's friends claim for him the 
distinction of being the first to point out that anal spasm always 
^^c^ompanied anal fissure, they are mistaken. Nearly three 
'^'^^irxdred years previous to his time the celebrated French sur- 
11, Ambrose Pare, in describing fissure, said it was attended 
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by great contraction and narrowing of the anus. Great credit, 
however, is due M. Boyer, for he did all lie could to show the 
importance and frequency of this disease. We cannot concur 
in his belief that the disease is in the muscle primarily, and not 
in the mucous membrane. He admits that the membrane may 
or may not be diseased. It is our opinion that the spasmodic 
contraction of the sphincter ani is a secondary matter, due to 
an irritation arising from a localized diseased condition of the 
mucous membrane near the anal margin. That there is more 
or less si)asmodic contraction of the sphincter ani accompany- 
ing every case of fissure of long standing cannot be disputed, 
and, further, that there may be a spasmodic contraction of the 
sphincter without a rent hi the mucous membrane is equally 
true, duo to some other pathological conditions of the rectum 
and anus, or from reflex action as a result of an irritation set up 
by some neighboring organ. Therefore, we are not justified in 
saying we have a fissure in ano simply because there might be 
a spasmodic contraction of the sphincter muscles, as M. Boyer 
teaches. 

There are other authors who, like M. Boyer, believe that 
spasmodic contraction of the sphincter ani is an idioimthic 
disease of itself, not dependent upon any rent or erosion that 
might or might not be present, and constitutes the condition de- 
scribed ^s fissure in ano. Others equally high in authority take 
an opposite view. They believe that the si)asmodic contmction 
of the spliincter is not the prime factor, but a secondary one in 
the disease, and that tlie contraction is directly due to an irrita- 
tion caused by some rent or irritation at the margin of the anus 
or lower jiortion of the rectum. Tlie former claim that the rent 
is present by accident or is produced by the spasmodic contrac- 
tion ; wliile the latter, as previously stated, think the contraction 
is secondary to the nnit. We are inclined to believe that the 
latter gentlemen are riglit, for in a large number of cases that 
we have treated we have frequently seen a rent in the bowel 
when there was no sphincteric contraction. Later on, however, 
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the rent or fissure would become irritated from some one of a 
number of causes, and contraction of the muscle would then 
follow, and, as a rule, would continue until the fissure was 
cured. Whenever this spasmodic contraction commences, the 
irritation of the fissure is increased and the pain becomes almost 
unbearable. Knowing this, we might very well divide tliis dis- 
ease into tvx) stages^ — first and second. The first stage com- 
mences at the time the rent in the mucous membrane is made 
and continues until the fissure becomes irritated and induces 
muscular y[>asmodic coiitractlon^ which marks the beginning 
p{ the second stage and is also the pathognomonic sign of an 
irritable fissure. In the first stage there will be a slight itching, 
but very little pain ; while in the second stage the pain is very 
greatly increased. 

It will be observed that this chapter is headed " Fissure 
and Painful Ulcer." We have chosen this heading because 
we believe that the term fissure by itself would not give 
a correct idea of certain conditions described in this chapter 
which have been heretofore denominated fissures, A simple 
fissure, cleft, rent, or crack, whichever you clioose to call it, may 
from certain causes become enlarged and circular or oblong in 
shape with roughened edges, losing all its former characteristics 
except, perhaps, its irritability ; then, according to our concep- 
tion, it is no longer a simple fissure, but simply an irritable ulcer. 
An ulcer may start as such from the beginning, never at any 
time having the appearance of a fissure. The symptoms of 
these two conditions are the same, the only difference being in 
their shape. In fissure there is simply a narrow, elongated rent 
in the mucous membrane at or near its junction with the skin, 
the edges of which are on a level and in contact with each other 
unless kept apart by a small fecal mass. On the other hand, 
the ulcer will be circular or irregular in shape, with rounded or 
raised edges and of variable size. If there is any diff'erence in 
location, it is that the fissure is found more frequently near the 
anal margin than is the ulcer. The following remarks treat of 
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tliese two conditions as if they were one, tlie symptomatology 

and treatment being practically the same. In order to avoid 

confusion we will use the term 'painful ulcer in speaking of 

them. 

Etiology of Painful Ulcer. 

The causes of painful ulcer of the rectum are many, and 
the most common of these is constipation. By careful observa- 
tion it at once becomes apparent why this is, for we all know 
how delicate the mucous membrane is and how readily it tears; 
how easy it is for a rent to be made in the same, when an action 
has been deferred for some time and the feces have become so 
hardened that great straining is required to expel the fecal 
mass. The rent may be caused by the mucous membrane's 
being scratched by some hard substance in the concreta or from 
the stretching of the same by a large knotty mass while passing 
througli the sphincter. Again, constipation may cause an ulcer 
from pressure wlien the mass has collected in the rectum and 
remained there for any great period. We have observed this 
frequently in cases of impaction. Then, again, may not the 
mucous membrane be irritated from certain irritant substances 
to be found in retained feces'? On the other hand, we may have 
an ulcer caused by diarrheal or dysenteric discharges because 
of their irritating qualities. Ulcers are found more frequently 
in women than in men, probably because more of them suffer 
from constipation. Comparatively few children suffer from this 
complaint unless there has been a narrowing of the anus; yet 
it has been our privilege to see three cases in children as a 
result of severe straining during an attack of constipation. Dr. 
Daniel Morton believes that fissures are frequently produced in 
children who suffer from constipation. Certain diseased con- 
ditions of the uterus, bladder, or prostate that induce straining, 
and injuries to the rectum by foreign bodies swallowed or intro- 
duced from below, — such as pins and fish-bones, — or the care- 
less introduction of the nozzle of a syringe, may be causes. Any 
morbid growths — such as piles, polypi, malignant disease, etc. — » 
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that induce straining or cause an irritating discharge may be 
put down as causes. The same might be said of any skhi or 
venereal disease situated about the lower end ol* the rectum or 
immediately witliout the anus, such as eczema and vc^getating 
warts. Hypertrophied tags of skin and external piles are fre- 
quent causes. In fact, painful ulcers liave been found so fre- 
quently within the folds of an external pile that such a jnle has 
been designated a sentinel pile. Surgical operations for the cure 
of hemorrhoids may be the cause of a painful idcer where the 
wound refuses to heal. There are certain conditions that some- 
times produce a painful ulcer, and, at the same time, may be the 
cause of some other pathological condition about the rectum, 
whicli necessitates a careful examination in order that the treat- 
ment may be successfully carried out. 

Symptoms. 

A painful ulcer is ordinarily found in those who suffer only 
from it and constipation, brought on by an in-door life and irreg- 
ular habits. Tliis disease, we think, causes more severe pain, 
reflex manifestations, and mental worry than anv other disease 
that we are likely to be afflicted with, wliere the pathological 
condition of the parts afflicted is of such slight moment. AVe 
have, in a large number of cases, seen stout and aj)parently 
healthy men entirely incapacitated for their usual duties, as the 
result of a slight rent in the mucous membrane the thickness 
of a pin and not more than half an inch (1.27 centimetres) in 
length. This, of course, is after the ulcer has become irritated 
and spasm of the sphincter inaugurated. The symptoms, how- 
ever, are usually characteristic in s[)ite of the fact that the 
patient insists that he has the piles. 

Pain. — The pain is j^^^^^oxT/snial^ is very severe, comes on 
during the act of defecation, and lasts during the same and 
for a variable length of time afterward. In one case it may last 
only a few moments, while in another it will last for half a day 
and exhaust tlie patient very much ; for this reason persons 
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who are aware that they have this painful condition will post- 
pone going to stool as long as they can ; then, when an action 
does take place, it is something learlul on account of the size, 
sha[)e, and compactness of the feces. The pain is described as 
being of a severe^ smarting^ teariny character, and is often re- 
flected to the coccyx, perineum, pelvis, up the back, or down 
the liuibs to the toes. It is not an uncommon thing for a man 
afflicted with painful ulcer to complain of pain in the heel or 
toe during defecation. The after-pain is kept up and made 
more severe by tlie spasmodic contraction of the sphincter, which 
may last from a moment to many hours. Frequently the patient 
will not suff^er between stools, for the pain is rarely constant. 
The pain, while it lasts, is so severe that patients easily fall into 
the habit of taking an hypodermatic injection of morphine or 
some narcotic just previous to going to stool to obviate the 
after-pains, and may become slaves to drugs. For this reason 
the promiscuous administering of drugs for the relief of pain 
cannot be too severeltj criticized. 

Bleeding from painful nlcuus varies very much. Some do 
not bleed at all ; others, very slightly, — that is, on examination, 
the expelled fecal mass will be found to be streaked with blood; 
wliik? still others bleed profusely, even until they faint. The 
bleeding may not last long or it may last many hours. Pa- 
tients have informed me that they have been obliged to go 
about tlieir daily vocation witli blood trickling down their legs, 
because they did not have time to wait until it stopped. 

Flat (deuce is a frequent symptom. Bodenhamer says he 
never sjiw a severe case in which it was not present to a greater 
or less extent, dependent sometimes upon the length of time 
since the bowel was emptied, for it is not an unusual thing for 
the bowels not to move oftener tlian once a week unless an 
injection or purgatives are prescribed to soften the stool. 

AVhen the ulcer is of long standing and the suffering has 
been severe, patients thus afflicted become very nervous and 
imagine they have a cancer or some other serious disease ; their 
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features are pinched, indicating suflFering, and in some cases 
they become physical and mental wrecks. 

Physical Exploration. 

Preparatory to an examination, the bowels should be un- 
loaded by means of a mild purgative, followed by a copious 
injection of warm water and Castile soap. It is optional with 
the surgeon as to the pro{)er position ; either the Sims or tlie 
lithotomy position is good. Frequently the fissure can be 
located without causing much pain by placing a small piece of 
cotton saturated with a 6-per-cent. solution of cocaine witliin 
the anus and leaving it there for a few moments. It is always 
desirable to make the examination under the influence of an 
anesthetic, if the patient will consent, for it can and will be 
made more thoroughly than it otherwise would be when the 
patient is squirming around and telling us how badly we are 
hurting him. It enables one to diagnosticate other complications 
that may be the cause of the ulcer situated high up in the rec- 
tum. With a good light and with the nates well separated by 
an assistant, any external abnormality will be readily detected. 
When a fissure is present the sphincter is nearly always mark- 
edly contracted, so much so in some cases that the anus is 
funnel'shaped^ — a condition similar to that described by French 
surgeons as being present in those guilty of sodomy^ which is 
said to be very common and on the increase in their country. 

Sometimes some skin disease that may be the cause will be 
detected. Painful ulcers about the anus are not uncommon in 
young children who have inherited syphilis. We well remember 
seeing at the dispensary tliree little girls who were, respectively, 
2, 5, and 8 years oUl, born of syphilitic parents, who had these 
ulcers to a distressing degree, as well as other manifestations of 
this loathsome disease. If there is any external ])athognomonic 
sign of an ulcer, it is to be found in the little extermd 2>ile which 
marks its location and not infrequently hides the fissure within 
its folds. We have previously designated this a sentinel pile. 
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Sometimes the ulcer can be easily located, for the lower end 
comes into view at the muco-cutaneous junction. (See plate.) 
At other times the surgeon will have a chance to display all 
his inwnuitv ere it is located. When external examination 
fails to reveal its presence, it will be necessary to resort to a 
digital or specular examination. The latter will be preferable, 
in tlie majority of cases, for it is not an easy thing to diagnose 
an ulcer by its touch unless the finger is well trained; then only 
a slight roughness will be felt. With the speculum properly 
introduced tlio parts come into view and are made tense, and 
any fissure or ulcer that might be present must come into view. 
We pref(»r a simple bivalved spc^culum (see Fig. 6), which in 
shape resembles th(? index finger. In nearly every instance the 
idcer will be located on the posterior surface and in the lower 
third of the rectum, frequently just above or within the grasp 
of the external sj)hin(!ter, though in exceptional cases it may be 
found on any side and in any part of the rectum. When we 
have an intimation, from what the patient tells us, that the 
fissure is located on a certain side of the bowel, care should be 
used to mak(? [)ressure against the opposite side with the spec- 
ulum or fing(*r when introdu(!cd into tlie rectum, and by so 
doing much suffering can be avoided. Painful ulcers arc 
usually single, though at times tlu»y are multiple. They will 
ordinarily appear as small cracks in the mucous membrane, 
which rarely ever extend throngh its entire depth unless the 
case is onc^ of long standing. (See Plate VIII.) They are ex- 
ceedingly sensitive* ; only slight [)ressure on them with the finger 
caus(*s th(» most int(Mis(» ])ain, which not infrequently lasts for a 
consi(leral)l(» time i\\Wx the examination has been completed. 
As th(^ external pile is the outer sentinel for an ulcer and its 
location, so we have an internal sentinel which does the same 
Avhen the fissure is above the external sphincter. It is a ?ca/, or 
poh/poiiUlihe ffronih (see Plate IX), the end of which is always 
white and pointed. It readily presents itself when the speculum 
has been introduced, and at its base the ulcer will be locateil. 
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In cases of extensive ulceration these teats are sometimes very 
large, are multiple, and can be easily detected by digital and 
visual examination. After an ulcer has once been located, 
it should be probed to see if its edges are undermined and to 
find out if it has an internal, blind, fistulous opening concealed 
within it, for such a condition not infrequently is present. 

Diagnosis. 

In a very large percentage of persons afflicted with painful 
ulcers the diagnosis can be made with very little difficulty, 
though in an ordinary case the examination should be both 
visual and digital. In spite of this, many of these cases have 
been mistaken for other conditions by reputable physicians as 
well as by the laity. Amongst those diseases for which painful 
ulcer is most liable to be mistaken we will mention : — 

1. Hemorrhoids. 4. Blind internal fistula. 

2. Neuralgia of anus. 5. Disease of neighboring 

3. Spasmodic sphincteric con- organs. 

traction from any cause. 

Hemorrhoids, — We have treated many cases of painful 
ulcer of the rectum that liad for months been treated for piles, 
when no tumor could be found. Such mistakes are the result 
of a superfcial examination or of gross ignorance, for the two 
conditions are unlike in almost every respect. On inquiry of the 
patient as to the kind of an examination he had been given, he 
not infrequently answered my questions by saying that he told 
' the doctor that he was suffering from piles, and that the doctor 
prescribed for him without making any examination whatever. 
This in part explains to us why persons suffer for years with 
painful ulcers, when they should have been well within three 
weeks, at the farthest, from the time when the treatment was 
begun. 

Neuralgia of the anus may be mistaken for painful ulcer. 
In fact, tlie symptoms of the two diseases are so similar that 
any one may get them confused unless a thorough examination 
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is made; then the diagnosis can be cleared up beyond the 
2>ossihiUty of a doubt, for, when the pain is due to neumlgia, it 
will be more general and the mucous membrane will be per- 
fectly healthy. On the other hand, when the suffering is due 
to painful ulcer, there will be a break in the mucous membrane. 
Such a rent is easily discernible, and when pressure is made at 
that point the pain will be very intense. 

Spasmodic spliincteric contraction, from whatever cause, is 
frequently mistaken for painful ulcer. We know this to be a 
fact, and liavc frequently seen it demonstrated by physicians 
who, in making an examination, would observe that the 
sphincter was tightly contracted and would almost invariably 
come to the conclusion that the patient had a fissure; but 
further examination failed to reveal the presence of any rent in 
tlie mucous membrane. Not infrequently, in chronic constipa- 
tion, the sphincter takes on this spasmodic contraction, and, 
when it has continued for a considerable time, the muscles 
b(jcomc hyportrophiod. 

Blind intcnnd fistnla is quite likely to be mistaken for 
painful ulcer, especially when the opening is well within the 
sphincter ; sometimes both are present in the same case, and 
witliin the fissure may be hidden tlie fistulous opening. When 
a fistulous opening becomes very small or is obstructed, much 
acute pain and spasmodic irritation will ensue. At this junct- 
ure, unless a diligent search is made and the sinus located, the 
rase is quite likely to be diagnosed as painful ulcer and treated 
accordingly. This mistake subjects tlie patient to a long course * 
of treatment, whicli fails in the end. A careful probing of any 
little rent or depression in the mucous membrane with a ver)' 
fine probe will dete(^t any fistulous sinus that might be present 
and prevent any such mistake. 

Di-^ease of Nci(j/thori)if/ Orgrfus, — The reflex symptoms of 
a painful ulcer are many and varied, as a result of pain re- 
flected to different organs in the pt^lvis. They are sometimes 
treated for some diseas(»d condition when the real seat of disease 
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is a small ulcer in the rectum. The relations existing between 
the rectum, uterus, bladder, and prostate are very close ; and a 
study of the reflexes when one or the other of them is diseased 
is both important and interesting. 

Prognosis. 

Patients frequently ask if we can cure a painful ulcer. In 
reply to this question we can safely say that, if persons thus 
afflicted will place themselves in our hands and permit us to do 
with them as our judgment may direct, we can most certainly 
cure them, and in a few days or weeks at most. This reply, of 
course, has reference to uncom[)licated cases only. If it should 
happen that the ulcer is only secondary to some other more 
serious disease^ its cure will depend entirely upon the successful 
cure of the original disease. Unless the primary cause is first 
removed, even though we should succeed in curing the ulcer, it 
would, in all probability, return in a short time. Speaking in a 
general way, it may be said that the treatment of painful ulcer 
of the rectum will, in nearly every instance, be followed by 
speedy and gratifying results; yet, when left to heal of its own 
accord, and when improperly treated, it may remain indefinitely 
and cause so much pain and nervous disturbance as to entirely 
incapacitate the sufferer for the discharge of his daily avoca- 
tions, while it sometimes makes complete nervous wrecks of 
women. They may even go from one physician to another and 
be treated for hysteria and other nervous phenomena. 

Treatment of Painful Ulcer or Fissure. 

Patients suffering from painful ulcer of the bowel do not 
consult their physician at the onset of the disease, but kee^) 
putting off going to the doctor from time to time for various 
reasons. Some think they will recover without medical aid and 
others do so because they dread an examination. It is very rare 
that a spontaneous cure takes place. As a rule, persons thus 
afflicted 2:0 on doing: nothing: or usinc: some home remedies that 
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are said to have cured some neighbor until finally the pain 
becomes unbearable. The old saying, " a stitch in time saves 
nine," is applicable to the prevention and treatment of painful 
ulcer, for, when the surgeon's attention is called to a recent rent 
in the bowel, by ordering certain corrections of errors in habits 
and diet, together with cleanliness, it can be speedily cured. 
Knowing, as we do, that constipation, in a large percentage of 
the cases, is the direct cause, and when not the immediate cause 
tliat it is one of tlie symptoms, it at once becomes apparent tliat 
this condition must first he corrected, else the ulcer will not heal. 
For the relief of the constipated condition there are many things 
to take into consideration. First of all, highly-seasoned and 
stimulating foods should be discontinued and a thoroughly non- 
irritating diet substituted. Next, a daily movement of the 
bowel sliould be encouraged by the establishment of a regular 
time for going to stool ; and, if this is not sufficient, a mild 
laxative or some one of the cathartic mineml waters may be 
prescribed. Strong purgatives are not indicated and should 
never be prescribed, for they produce much tenesmus and 
strahiing; and we have several times known them to start a 
diarrhea that was verv difficult to mana«:e. When the feces 
are impacted or become hard and nodular much suffering can 
be saved the patient by a copious enema of warm water and 
olive-oil or one of flaxsoed-tea, which does not leave any very 
unpleasant after-effect and prevents the long-continued afler- 
pain that follows the expulsion of hard lumps of fecal matter. 
In giving enemata much care should be used in the selection of 
a syringe witli a smooth nozzle, which should be greased with 
some stiff lubricant and introduced slowly into the bowel and 
pressed against the rectal wall opposite the ulcer. In order to 
avoid trouble and to cause very little pain, we have been in tlie 
habit of attaching a very large soft-rubber male catheter to the 
syringe. This can be introduced with ease, and does not irritate 
the parts. While undergoing treatment for painful ulcer, 
patients should be requested to take very little exercise and 
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remain in the recumbent position as much as they can. The 
treatment of painful ulcer should be both palliative and opera- 
tive, depending upon the state of the ulcer at the time it is 
seen. 

PALLIATIVE TREATMENT. 

The palliative treatment, outside of the precautionary 
measures previously alluded to, consists principally in topical 
applications of various kinds applied judiciously. Almost any 
recent ulcer can be cured by such applications. It is not ad- 
visable to continue these applications for a long period, for if 
they are going to be of any benefit the improvement can be 
noted within two weeks ; and if there is not any in that time, 
operative interference is hidicated. It is with gratification that 
we can say that a case of painful ulcer is, indeed, an exceptional 
one that does not get well after certain operative procedures, 
hereafter to be described, have been put into practice. Before 
using any application the fissure should be thoroughly cleansed 
with the peroxide of hydrogen or other antiseptic wash. Nitrate 
of silver 10 or 15 grains to distilled water 1 ounce we regard 
as the most useful application that we have. We have wit- 
nessed many cures from the use of this remedy, and it seldom 
requires to be applied more than half a dozen times, and in 
many cases not more than twice. Almost any of the astringent 
solutions will prove beneficial. The best ones are composed of 
zinc, lead, alum, the balsam of Peru, etc. In point of useful- 
ness, the balsam comes next to silver. It causes less pain and 
the results are very good, indeed. Certain powders, either dry 
or made up in the form of an ointment, often prove soothing 
and stimulate healing. The most useful are: hydrarg. clilor. 
mite, ferri sulph., salicylate soda, bismuth, subnit. and sub- 
iodide, and the stearate of zinc with iodoform, balsam, iciithyol, 
etc. Any of these applications will cause considerable pain 
wlien tlie ulcer is very sensitive. The pain can be alleviated to 
some extent by saturating a piece of cotton in a 6-per-cent. 
solution of cocaine and placing it over the ulcer for a short time 
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previous to the application. The ether spray will also prove a 
good anesthetic. Suppositories, as made by the average drug- 
gist, should be condemned so far as the treatment of painful 
ulcer is concerned. It matters not of what they are composed, 
for it has been our experience that they are either very soft and 
difficult to introduce through the firmly-contracted sphincter or 
they are so firm that, when introduced within the anus, they 
come in contact with the oversensitive ulcer and act as a foreign 
body. The pain thus produced is very severe, and continues 
until the suppository is absorbed or expelled. In the meantime, 
as increased spasm of the muscle is induced in its efforts to 
expel the foreign body, the following ointment will prove quite 
sootliing and will tend to diminish sphincteric contraction and 
thereby lessen the pain : — 

li Morphinae sulphatia, . . . • gr- i (0.0102 gramme). 
Ext. hclladoiinse, . . . . gr 8S (0.0324 gramme). 
Vaselini, 5j (4.00 c.cm.). 

M. Sig. : Apply at once and repeat. 

The following prescrii)tion is taken from Andrews.* We 
have used it in a numb(»r of cases and have alwavs been well 
pleased with the results : — 

H lodoformi, !5j ( 4.00 c.cm). 

Ungt. belladonna) ^ss (15.00 grammes). 

Acidi carbolic!, gr. x ( 0.05 gramme). 

Cosmolini gss (15.00 grammes). 

M. Sig. : To be used daily. 

One of the best dusting-powders that we have used is 
composed of 

R Ilydrargyri cbloridi mito 3ij (8 grammes). 

Zinci stearatis cum balsami Periivlani, . 30 (^ grammes). 
Sodii salicylatis, 3j (4 grammes). 

M. Sig. : Dust over the ulcer daily. 

In fact, any remedy that will prove stimulating to the ulcer 
and soothing to the sphincter will be a good one in the treat- 
ment of painful ulcer of the rectum. 

* Aiulrows, Rf»ctal and Anal SnrRory. Third odition, p. 152. 



FISSURE AND PAINFUL ULCER. 125 

OPERATIVE PROCEDURES. 

The following operative procedures have tiieir respective 
adherents. Any one of them may prove serviceable when the 
other has failed to effect a cure : — 

1. C:iuteriz:ition. 3. Division. 

2. Dilatation. 4. Excision. 

Cautenzatioii. — Chemical caustics and the Paquelin cautery 
have both been commended and doubtless, in some instances, 
do much good. It has been our experience, however, tliat 
those cases which have resisted the treatment by astringents, 
cleanliness, etc., will do the same when cauterization is tried, 
and that many of them will not get well until rest of the 
sphincter is assured by either divulsion or incision. On the 
other hand, cases have been reported cured from the use of 
chemical caustics as well as the actual cautery. 

Dilatation. — Either forcible or gradual dilatation of the 
sphincter goes a long way toward relieving the pain and effect- 
ing a cure in cases where all palliative means have been tried 
and found wanting. Bodenhamer, for whose opinion we have 
the greatest respect, thinks that gradual dilatation with gradu- 
ated wax bougies is preferable to forcible divulsion of the 
muscle, and his results have been very good indeed. Most 
writers on the subject think that much time can be saved by 
immediate dilatation, and we concur in tlie latter belief. This 
can be done by first anesthetizing the patient; tlien the two 
thumbs or index fingers are hiserted into the bowel and sepa- 
rated, first in one direction and then in another, as far as pos- 
sible, care being used not to lacerate the mucous mem- 
brane nor tear the muscle. This should be practiced for five 
or ten minutes, when the anus will become patulous. The 
various mechanical dilators (see Figs. 53, 54) made for this 
purpose should be condemned, for they neither have eyes to see 
nor the sense of toucJi to guide them; consequently much harm 
may be done when they are used ere the operator is aware of it. 
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Wlieii the fingers are used any tear will be iimncdiiitely felt and 
the dirertioii of the pressure cau be changed. Dioiilnion ol'tlie 
muscles piovt's beuffictal in two ways. In tlie tirst place, as a 
result of the divulsion, immediate rest is ubtained and all spas- 
modic sphincteric contmction ceases; and, in the second place, 
the oversonsitivL'uess disapi)cars, supposed};/ as a result of stretch- 
ing the terminal nerve-tilatnents. In some cases an anesthetic 
will be contra-indicated. Then the dilatation can lie effected 
gradually, and with comparatively little pain, by means of the 
hollow, graduated rubber bougies, (See Fig. 55.) It is better 
to comuieuco with a small size, — say, a No. 8, — gradually 




increasing tlie size until a No. 12 can be easily introduced. 
It requires from ten days to two weeks to effectually dilate the 
sphincter by gradual dilatsilion. There is another form of 
rectal bougie tliat is used for dilating the splnncter muscles 
which is about two and one-half inches (6.4 centimetres) 
long, with a pointed knob ou the end that causes it to be 
retaincil when gnisi>ed by the spliincter. (See Fig. 44.) They 
are to be had in various sizes, but have no advantage over 
the ordinary rubber ones. AVlieu rest is once obtained, the 
sphincter requires only two or three applications of nitmtc of 
silver or balsam of Peru to effect a permanent cure. 
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Division. — M. Boyer was one of the earlier writers to ad- 
vocate incising the spliincter lor the cure of painful ulcer. His 
method was to divide the entire muscle. Mr. Co[)i?land was the 
first to teach us that a superficial cut made through the depth 
of the mucous memhrane and possibly a few of the muscular 
fibres just beneath the idcer would prove quite as efibctive as 
the method of M. Boyer. When the fissure is situated at the 
margin of the anus the incision can be made by separating the 
anus with the fingers of the left hand, while the cut is made 
with the knife in the other. If it should be higher up, any 
speculum that will expose the ulcer will be of great service. 
The object in division is to obtain rest and healing from the 
bottom. The cut can be made with any ordinary blunt-pointed 
bistoury, but should not extend through the entire muscle unless 
it is an umisu<iHy had case. A combination ojxnation will 
prove valuable in some cases, — that is, after forcible dilatation 
the ulcer is incised. The danger of incontinence is naturally 
less after partial than complete division of the muscle. 

Excision. — This operation is perfornu^d by making two 
elliptical incisions around the entire ulcer, through the mucous 
membrane. The diseased tissue is then removed. The edges 
of the wound left can be brought together with catgut sutures 
or left to heal bv i^ranulation. It will heal in a few davs. This 
operation has no especial advantages over the method of in- 
cision, and, luiless the sphincters have been previously divided, 
the results will not be so good. 

AFTER-TREATMENT. 

The after-treatment is much the same as that practiced 
after 0[)erations for fistula, in that it is best to place a piece of 
lint in the bottom of the fistula to insure healing from the 
bottom. It will not be necessary for the bowel to be emptied 
for three or four days after the operation. Then, if it does not 
act of its own accord, a dose of salts or a Seidlitz powder, fol- 
lowed up by a copious injection, will bring about the desired 
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movement. There is no indication for any medicine to relieve 
pain, for when the sphincter has been put to rest there will be 
very little pain. The ulcer should be cleansed daily with boiled, 
filtered water, peroxide of hydrogen, or other antist^ptic solution, 
and touched up every three days with the nitrate of silver (gr. 
XV or XX to the ounce) or other astringent. This treatment and 
a few days' rest in bed will speedily and almost painlessly cure 
the most obstinate case of irritable fissure or ulcer about the 
anal margin. 

ILLUSTRATIVE CASES. 

Case XIL — Painful Ulcer from Constipation. 

J. C, aged 39, harness-maker by trade, came to my clinic, at the 
University Medical College, with the following history : He had been 
suflering from constipation of the worst form, induced by a sedentary 
occupation and irregular habits. lie did not have more than one action 
a week, and then as a result of some strong cathartic. Some two weeks 
prior to the time he applied for treatment he had a very bountiful action. 
The feces were hard, irregular in shape, and very difficult to expel; so 
much so that when they were forced out he sultered from a severe tear- 
ing, burning pain that radiated toward the coccyx and lasted for two 
hours after the act had been completed. Considerable bleeding followed 
the expulsion of the last installment of feces. From then until the op- 
eration he had sutiered the same severe pains and loss of blood every 
time he had an action, and in addition, for the last three days, the pain 
had been almost constant and was nuide more annoying as a result of 
the spasmodic contraction of the sphincter muscle. 

Examination revealed the i)resence of a well-marked fissure just 
within the grasp of the external sphincter; it was inflamed and exceed- 
ingly sensitive. 

Treatment. — Chloroform was administered, the sphincter was thor- 
oughly divulsed, and the ulcer was painted over with a solution of silver 
nitrate fifteen jjrains to the ounce. The rectum was cleansed dailv with 
carbolizod water and the silver used every three days for two weeks. At 
the end of this time the ulcer was completely healed. He was instructed 
to be regular in his habits and to keep the bowel open. He had no 
further trouble. 

Case XIIL — Painful Ulcer with Bladder Cotplications. 

Mrs. C, aged 27, was referred to me from the countr}*. She com- 
plained of some pain in the rectum and said she was positive that some- 
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thing was wrong with the bladder, for she had a desire to urinate almost 
all the time. A careful examination of the bladder and the urethra was 
made, and the}' seemed perfectly liealthy. The urine was examined and 
nothing of a suspicious nature was found. Next I turned my attention 
to the rectum, and there, one inch (2.54 centimetres) above the anus, on 
tiie posterior wall, an irritable ulcer, about the size of a split pea, was 
located, which proved to be the source of irritation. We know this be- 
cause the ulcer was incised through the centre deep down into the mus- 
cle. By the aid of cleanliness and a few applications of the balsam of 
Peru it soon healed and, as it did so, all the bladder S3'mptoms disap- 
peared and never returned. I mention this case simply to show one of 
the reflex phenomena of painful ulcer or fissure. 

Case XIV. — Painful Ulcer within External Pile. 

Mr. H., a prominent judge of our city, came to me sutfering from 
complete nervous prostration. He was totally unlit to occupy the bench. 
lie informed me that he was suffering from some exceedingly painful 
disease of the rectum, which he feared might be cancer, his mother hav- 
ing died with cancer of the breast. On examination an ulcer was found 
hidden almost from view within the folds of an external pile. No other 
pathological condition was found. He would not consent to take an 
anesthetic ; so a solution of cocaine was applied on cotton for a short 
time and a No. 10 soft-rubber bougie introduced and left until the 
sphincter relaxed sufficiently to admit the speculum. Then the silver 
solution was applied. The treatment had to be repeated but four times 
before he was well and returned to his usual duties, free from pain, and 
in a short time his nervous system was restored tou normal condition. 

9 



CHAPTER XIV. 

ULCERATION. 

Having written of painful ulcer in the previous chapter, it 
is our intention now to consider all other forms of rectal ulcer- 
ation, except those due to cancer^ which will receive full con- 
sideration in Mr. Herbert AUingham's excellent chapter on rectal 
cancer. Rectal ulceration is said to occur raore frequently in 
women than men, due to pressure of the child's head on the 
rectum during childbirth and from the fact that women are 
more apt to be constipated. This has not been our exjwrience, 
for we have seen ulceration occur in men as frecjuently as in 
women. We do believe that the ulceration is inclined to be 
more extensive in women, due probably to constipation. Cliil- 
dren rarely suffer from other than painful ulcer except when 
they are suffering from clironic diarrhea. The ulceration may 
present itself in a variety of ways: it may be slight or extensive, 
deep or shallow. Again, the chanictoristics of the ulcer may 
be marked. In one case it will be what we term a live ulcer. 
By tliis we mean one in which the base and edges are red and 
well defined, but have a healthy look and are quite sensitive to 
the touch. In another case tlie ulcer may be dead^ as it were ; 
it is large and cup-shaped ; the edges are not sharply defined, 
but have a rounded, glistening, indurated appearance, and when 
it is touched is almost entirely devoid of pain, and in all prol)- 
ability has been there for a long time. There are a great many 
causes of recUil ulceration, some of which are mechanical and 
others specific. Tlie following classification includes the usual 
forms of rectal ulceration that one is likely to meet : — 

1. Traumatic. 4. Tubercular. 

2. Syphilitic. 5. Catarrhal. 

3. Dysenteric. 6. Rodent. 

(130) 
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Traumatic. — Traumatic ulceration may be the result of an 
injury done to the rectum from a variety of causes, among 
which constipation takes the lead. It usually produces the 
injury in one of two ways. In the first place, wlien the bowels 
have not acted for a long time, the fecal matter collects in large, 
hard, nodular lumps, which require considerable force to expel. 
As a result of great stmining the mucous mcmbmne is stretched 
to its fullest capacity, and is quite frequently lacerated or bruised. 
In the second place the injury is not a result of the expulsion 
of the fecal mass, but is due to a large impacted mass which 
presses the rectum back against the bony structures and injures 
it or by the pressure interferes with the circulation, frequently 
causing the tissues at the points of pressure to become necrosed 
and to die. Surgical operations for the cure of piles, polypi, 
etc., when healing is delayed, often cause ulceration. It may 
be caused by pressure upon the rectum as the result of a preg- 
nant or diseased uterus, enlarged prostate gland, or a tumor of 
any kind. Foreign bodies that have been swallowed or intro- 
duced within the rectum may cause ulceration, — such as fish- 
bones, pins, false teeth, etc. Occasionally the parts get bruised 
from a fall or kick. At another time the ulceration will be due 
to a ruptured vein or a pile that has sloughed off, or from the 
lodgment of a small seed in the little depression to be found in 
the mucous membrane. 

SypldUtk. — It is our intention to refer to syphilitic ulcera- 
tion in this chapter in a general way only, for it will be referred 
to again in the chapter on syphilitic affections of the rectum and 
anus. It may be congenital and make its appearance about the 
anus and lower part of the rectum two or three months after 
birth ; this we have frequently observed in dispensary practice. 
Again, syphilitic ulcers may make their appearance at the same 
time that the mucous patches are to be observed in the mouth ; 
but the worst form of syphilitic ulceration of the rectum does 
not occur until the tertiary stage, when it may be present in 
large, irregular patches, as a result of one or more gummata's 
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breaking down. Tliis last form of ulceration we see almost 
daily in private and dispensary practice, and it seems to be more 
prevalent among negroes than whites ; but this is easy for those 
to understand who are acquainted witli the loos(3 habits of the 
colored race. This latter form almost invariably terminates in 
a tight stricture. Ordinarily the diagnosis can be made with 
little difficulty when due attention has been given to the study 
of the previous history and the symptoms that present them- 
selves at the time the examination is made. 

Dysenteric. — Dysenteric ulceration is recognized by nearly 
all writers on this subject as being a frequent cause of rectal 
ulceration. That dysentery causes this condition cannot be 
doubted, but we are of the opinion that ulceration from this 
cause is not of frequent occurrence (at least in this country), for 
we have seen a groat number of cases of ulceration from all 
causes except dysentery. We have only seen two cases where 
we were satisfied that ulceration was a direct result of a true 
dysentery. At the same time, we can readily understand why 
it is put down as a more frequent cause in those countries 
where the climate is warm and dysentery is known to prevail. 
So-called chronic dysentery (diarrhea) we know is a frequent 
cause of rectal ulceration, for we have, time and again, seen an 
ulceration disappear after the diarrhea had been arrested. It is 
a well-known fact that any irritant discharge that is being con- 
stantly secreted or retained in the rectum will irritate the mucous 
membrane and cause ulcers to form. We do not wish to leave 
the impression that diarrhea always precedes and causes ulcer- 
ation, for such is not the case. It is not an uncommon tlnng to 
see a chronic diarrhea relieved by curing an ulcer in the rectum ; 
in fact, diarrhea may produce ulcers and ulcers may cause diar- 
rhea. We will speak more fully of the relation of ulceration to 
chronic diarrhea in another chapter. Ulcemtion when due to 
true dysentery is markedly progressive, and there is a great loss 
of tissue ; and when healing does take place, it is nearly always 
followed by more or less contraction. 
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Tubercular ulceration is quite common, especially in those 
persons who are predisposed to plithisis. Tubercular ulceration 
presents itself m two forms : 1. As a simple ulceration in those 
suffering from general tuberculosis. 2. Ulceration due to 
breaking down of localized tubercular nodules. All who have 
treated many cases of rectal ulceration, surely, have noticed these 
two conditions. In the first variety there is not any indication 
of the tubercular nodules in the rectum ; but a simple rectal 
ulceration, from whatever cause, which is slow to heal on account 
of the debilitated condition of the patient as a result of the lung 
complication. This form, however, may be benefited by an im- 
provement of the patient's general health and the removal of 
any local irritation. In the second variety, or real tubercidar 
ulceration, we have the local deposits of the tubercular nodules, 
which may be single, but which, as a rule, are deposited in mul- 
tiple patches about the rectum, which after a time break down 
and ulcerate, leaving an ulcer with irregular edges, gmyish in 
appearance, which has not the slightest tendency to heal unless 
vigorously treated. When an ulcer is formed, it seems to be 
the signal for the other deposits to break down and coalesce, 
until the whole rectum is encircled by an irregular band of ulcer- 
ation, which has a grayish, glistening appearance, which does 
not secrete true pus, but a kind of thin, watery fluid. Under 
ordinary circumstances the ulceration does not improve, but con- 
tinues to get worse until life is a burden or death finally relieves 
the patient of his sufferings. When there is a tendency toward 
healing, it is followed by a contraction and a stricture. We do 
not know of any other class of sufferers that are more deserving 
of sympathy than those just referred to. There is another form 
of ulcemtion, termed lupoid^ spoken of by Van Buren,* which 
he believes is a result of the bad habits of loomcn of tidtercidar 
con8tiitUio7is^ upon whom syphilis has been ingrafted. 

Catarrhal. — ^It will be remembered that we spoke of a 
catarrhal condition due to proctitis, in another chapter, which 

* Van Buren, Diseases of the Rectum, p. 232. 
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induced a diarrhea and an abundant discharge of mucus. The 
mucus, from its constant passing over the raucous membrane 
and from its being retained in the lower part of the rectum, 
causes an irritation of the membrane and, frequently, a sur- 
prising loss of tissue. The ulceration thus made is not allowed 
to heal, but is constantly being aggravated and made worse by 
the straining and the passing over it of fecal matter that fills 
every crevice and retards healing. The ulceration in tliis case 
is secondary to tlie inflammation and will not get well until the 
proctitis is first rcUeved. 

Rodent. — This form of rectal ulceration is exceedingly rare 
and it is well that such is the case, for it induces very great 
suftbring. It is often confused with cancer of the rectum or 
tubercular ulcemtiou, owing to the severe pain, amount of 
tissue destroyed, and its tendency to break out again and again, 
and its gradual increasing in spite of all treatment. Young 
and old are alike subject to it. It is not always rapid in its 
course; patients may live for years while the ulceration grad- 
ually extends itself, until finally death comes as a result of 
hemorrhage or from diarrhea and exhaustion. It usually 
attacks the lower part of the rectum at the juncture of the 
mucous membrane and skin. It is a superficial ulceration and 
the discharge creeping from it contains very little pus and is 
composed principally of serum. Mr. Cripps* places on record 
a case, reported by Dr. McUonald,t which illustrates how great 
the loss of tissue may be. On the hips, just beyond the ischial 
tuberosities, were long scars of healed ulcers, thin and bluish. 
The entire ano-perineal region was gone, there being a hollow 
space as big as a fctiil head. The urethra was entire, as well as 
the mucous membrane between it and the cervix, which was 
healthy. The anus, rectum, and vagina, other than the anterior 
portion, were gone, the bowel opening by a tight aperture 
behind the cervix. The patient could not keep clean, except 



* Diseases of the Rectum and Anns, p. 208. 
t Edinburgh Medical Journal, April, 1884. 
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when the feces were liquid. In this fearful condition she per- 
formed her houseliold duties. Finally the ulcemtion extended 
upward into the pelvis, leaving the bowel hanging loose for 
some distance from the upper level of the ulceration, giving 
it the appeamnce of a torn coat-sleeve. After several years' 
suflfering she died of diarrhea and exhaustion. 

Symptoms. 

The more prominent symptoms of rectal ulceration are 
five in number : — 

1. Diarrhea. 4. Discharges of pus 

2. Pain. and mucus. 

3. Hemorrhage. 5. Itching. 

Diarrhea, — Rectal ulceration never becomes extensive 
without causing diarrhea to a greater or less degree. Usually 
this is the most prominent symptom and the patient comes to 
be treated for this^ not knowing that it is caused by the 
ulceration. The stools may vary from three to twenty a day, 
accompanied by great straining and tenesmus, which are very 
exhausting and cause the patient to decrease rapidly in weight. 
We have under observation at the present time a gentleman 
who has been suffering from ulceration for one year. At the 
beginning of his illness he weighed two hundred and forty 
pounds ; at the present time he only weighs one hundred. The 
frequent stools are brought about as a result of the feces coming 
in contact with the exposed nerve-filaments, which results in 
increased peristalsis. The symptoms in many respects resemble 
those of dysentery, for which it has been mistaken. 

Pain, — Pain in ulcerations was referred to in the chapter 
on the general symptomatology of rectal disease, but not in de- 
tail. Persons suffering from ulceration may have very little or 
a very great amount of pain. It is a common thing for those 
suffering from extensive ulceration not to complain of pain, es- 
pecially if the ulceration is situated high up in the rectum. In 
others, where the ulceration is situated low dow7i, near the anal 
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margin, it may be very intense, though the ulcer is quite small. 
It appears that the seimbliiif/ varies in diflferent portions of the 
rectum, the upper part being much less sensitive than the lower. 
In fact, the sensibility increases from above downward^ and this 
explains why the. pain is so great in a painful ulcer situated on 
tlie anal margin, when the lesion is small and out of all propor- 
tion to the amount of suffering. The pain may be constant or 
intermittent ; it is usually severe during and immediately after 
stool. In the interval tliere may be a dull aching, which may 
be confined to the rectum or extended up the back or down the 
limbs ; in fact, the reflex symptoms in cases of ulceration are 
multiple, and they are sometimes so marked as to lead one to 
believe tliere is a diseased condition of the bladder, prostate, 
uterus, tubes, or ovaries. We have in one case located and 
cured a rectal ulcer that caused constant pain in the pelvis, for 
the relief of which both ovaries had been removed without 
giving the slightest benefit. From this and other cases we have 
treated, it seems to us that the tubes and ovaries are not to 
blame for all the pains produced in the pelvis, but that ulcere 
ation of the rectiun not infrequently plays an important part, 
and should not be overlooked, but searched for carefully when 
pains are present in the pelvis which cannot be accounted for in 
any other way. 

Hemorrhage, — Hemorrhage is always present in a greater 
or less degree, depending upon the location and extent of the 
ulceration. It may be so slight that the discharges are tinted 
with it, or, perhaps, a slight streak may be seen on one side of 
the fecal mass. In another case, when the ulcemtion has eaten 
deeply into the tissues and into some artery or vein, the bleed- 
ing may be \Qxy prof use. and large quantities may be lost before 
it will stop or can be averted. We have seen this occur to such 
an extent that the patient fainted from the loss of blood ; others 
have reported cases that terminated fatally as a result of such 
hemorrhages. Ordinarily, there will be more or less bleeding 
after every stool, for the passage of the fecal mass over the raw 
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surface scrapes oflf any little phig that might have occupied the 
rent in the vessel, and the bleeding starts anew. When it 
becomes mixed with the contents of the rectum it forms a dark- 
brown, semisolid mass, which closely resembles coffee-grounds. 

Discharges, — Besides the blood, there will be discharges 
of pus and mucus in varying quantities. When the ulceration 
is slight they will be small, but increase in proportion as the 
ulceration extends itself Such a discharge is constantly found 
seeping out at the anus, the margins of which will be glued 
together ; it is sticky, reddish in color, of the consistence of pus, 
with liere and there a piece of necrosed tissue. 

Itching. — In cases of long standing there will almost in- 
variably be a pruritus about the anal margin, and this may 
extend in any direction, until many deep fissures are to be seen. 
This condition is produced by the irritating discharges that are 
constantly oozing out, and it usually subsides when the ulcer- 
ation has been cured. 

Other Symptoms. 

When the ulceration is extensive and chronic, the patient 
will be subjected to attacks of peritonitis that may cause intes- 
tinal adhesions to a greater or less extent. This fact has been re- 
peatedly demonstrated on tlie post-mortem table. In case there 
is not a free exit for the discharge, it will burrow and form an 
abscess and fistula will follow. Where the ulceration is exten- 
sive, as healing takes place, a certain amount of contraction 
must unavoidably follow. As the ulceration encroaches upon 
the anus, both sphincters may be destroyed ; the anus becomes 
patulous and is surrounded by a broad, dark ring, with several 
club-shaped tags of skin hanging about the margins. These 
tags, discolored skin, and the patulous condition of the sphincter 
are always indicative of serioiis rectal disease. 

Diagnosis. 

The diagnosis is not difficult to make if ordinary care is 
displayed in getting the history and in making the examination 
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with the appliances at our command. When the ulceration is 
at all extensive a diagnosis can be made with the finger. If it 
is slight, by the aid of a hinged speculum all sides of the bowel 
can be separately examined and the ulcer located without causing 
much pain. It is not a difficult thing to diagnose rectal ulcer- 
ation, but it is not always so easy to tell its character ^ unless it 
be of the traumatic variety. 

Prognosis. 

A great many general practitioners look upon an ulcera* 
tion of the rectum as being a compamtively tHnial matter, and 
think it easy to cure. Just here we wish to correct tliis impres- 
sion and to say that there is scarcely any other surgical disease 
that requires more persistence and scientific skill to eflfect a cure 
than rectal ulceration. It is true that the tmumatic variety 
easily succumbs to simple treatment ; yet many of the cases of 
chronic ulceration, such as tubercular, syphilitic, cancerous, and 
dysenteric, frequently go on from bad to worse in spite of all 
treatment, until a stricture is formed, perforation of the bowel 
occurs, or the patient dies from exhaustion, as a result of the 
constant diarrhea and hemorrhage. It is best to inform these 
sufferers that we can from the start relieve their suffering in 
part, but, if they wish to receive any permanent benefit, they 
must prepare themselves to follow out all instructions to the 
letter, and they must submit to treatment for several weeks or 
months. 

Treatment. 

The treatment is divided into two classes: — 

1. Palliative. 2. Surgical. 

PALLIATrVT. TREATMENT. 

It is at once obvious that the treatment of rectal ulceration 
must be varied, depending not only upon the extent of the 
ulceration, but upon the initial cause. For instance, one would 
not think of giving the same treatment in a simple traumatic 
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ulceration tliat would be given for an ulceration due to syphilis. 
The treatment of rectal ulceration is far more serious than that 
of a painful ulcer at the anal margin. The most prominent 
feature in the treatment of extensive ulceration from any cause 
is rest When we say rest we do not mean that the patient is 
to lie down a few moments and then go about her household 
duties, but that she must go to bed and stay there for weeks and 
sometimes months, and give nature a chance. Rest acts as does 
a splint, and prevents venous congestion of the rectum, — a con- 
dition that is certain to occur in the erect posture. The result 
obtained is similar to that when we treat an ulceration of the 
limb by elevating it and supporting the superficial vessels with 
adhesive straps or for varicose veins of the extremities. We 
must now endeavor to assist nature to build up the tissues by 
both local stimulants and constitutional remedies. If the pa- 
tient is debilitated, tonics are indicated ; codliver-oil, iron, malt 
preparations, beef-juice, etc., will be found useful. For diarrhea 
many remedies have been suggested and stood the test for a 
time. As a rule, however, the good effect of any medicine 
wears oflF afler a time and a new one has to be substituted. 
Vegetable astringents are very good, combined with opiates, to 
prevent tenesmus and straining. We have seen the number of 
stools diminish after a few doses of tannic or gallic acid. 
Preparations of starch, bismuth, magnesia, and chalk are all 
good in some cases. Morphine and pulverized opium relieve 
the pain and diminish peristalsis. They must be used very 
cantioxisly^ for ulceration is very often a chronic disease; and 
if patients commence using these drugs it is very difficult, 
indeed, to get along without them, and when the ulceration is 
healed they are apt to keep up the habit. 

Diet. — The diet should be simple and non-irritating and 
liquid, so far as practicable. All highly-seasoned foods, pastries, 
tobacco, and all alcoholic stimulants should be discouraged and a 
milk diet substituted. Some patients will recover with no other 
treatment than rest and the correction of certain errors in diet. 
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Local Treatment. — The; lonil trentmriit vsiries, and wit 
require changing I'lom time to time. The one thing esseiilial 
is to keep the rectum thoroiiglily clean. This is best done by 
copious injections of warm water and Castile soap or carbolized 
W!it(!r, at least twice a day, and mure frequently ^vhere th& 
ulceration is extensive and forms pockets in which pus maw 
accumulate. When pus is allowed to accumulate it will bii 




row, an abscess will form, and a fistula will be the result. Thw 
we have frequently seen. Weak solutions of bichloride are 
good, — say, one part to tive or six tliousand ; it is not well to use 
them much stronger, else vomiting and tenesmus will follow. 
After the bowel has been cleaned out, a mixture, composed of J 
balsam of Peru half an ounce, glycerin one ounce to four of i 
water, well mixed, proves botli sootliing and healing. The bain* 
sam alone mopjK'd over the ulcerated surface is one of the 1 
stimulants we know of Copious injections of nitmte of silverJ 




twenty-five grains to three pints of water, injected twice a week, 
will be followed by marked improvement. When appli 
directly to the ulcer, it may be used as strong as twenty grainu 
to the ounce. Fuming nitric acid has been highly recommende* 
as well. Suppositories of opium, belladonna, etc., are some- ' 
times serviceable. We rarely ever use them for the reason that 
when they are introduced they cause more or less pain and 
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atraiiiing. Dusting-powders introduced by an insufflator (see 
Fig. 45) and ointments used in the ointment appliaitor (see Fig, 
46) both are useful. The best medicines to use, either as pow- 
ders or ointments, are the astringents, — lead, zinc, alum, calo- 
mel, bismuth, suhnit. and subiodidc, stearate of zinc with balsam 
or menthol, and iodoform. To allay any irritation a solution 
of cocaine, fifteen or twenty grains to the ounce, will do as well 
as any. When the ulceration is due to syphilis the patient 
must undergo the ordinary treatment given for syphilis in 
addition to the local medication. (See chapter on " Syphilitic 
Affections of the Bectum and Anus.") 



SDRGICAL TREATMENT. 

When the ulceration is a simple one and of traumatic 
origin, it can be easily and quickly cured by a thorough divul- 
siou of the sphincters, to be followed by two or three applica- 
tions of solution of silver. This we have demonstrated many 
times both in private and hospital practice. If ulcemtion be 
due to syphilis, dysentery, or tul)ercuIosis, tliis treatment will 
not be sufficient. In addition, it is necessary to thoroughly 
curette the ulcers down to the healthy tissue; then apply some 
stimulant or caustic,; irrigate the rectum, and place the patient 
in bed. Division of the base of the ulcer including the sphinc- 
ter will insure rest. Many prefer this to divulsion. When 
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there is a single ulcer that is not too large or does not extend 
through the mucous membrane, it may be removed by in- 
cluding it in two elliptical incisons when the edges are brought 
together with catgut sutures. Alter such an operation, if a dry 
dressing can be placed and retained over the cut for a few hours 
it will be a success ; otherwise, it will prove a failure. The 
injection of astringent fluids into the base of an ulcer does not 
have any advantages over ordinary medications. 

In those cases which keep on getting worse and worse, 
when the pain is most intense and the diarrhea is so bad that 
it keeps the sufferer in the closet almost half his time in spite 
of all local and constitutional treatment, there is only one thing 
lell to do, and that is to perform colotomy^ which will be 
thoroughly described by Mr. AUingham in his chapter on this 
subject. Colotomy, when performed as it should be, gives im- 
mediate relief and all the tenesmus is done away with. It gives 
us an opportunity for flushing the entire rectum and sigmoid 
from above and below, and enables us to apply the medications 
directly to the seat of the ulceration. In this way many cases 
that would otherwise be incurable can be cured, after whir^ the 
opening can be closed or left open. Many patients who have 
had colotomy performed object to having the opening closed on 
account of the necessity of undergoing another operation, or 
through fear that the ulceration may return. The relief is so 
great and the inconvenience caused by the artificial anus is so 
slight that they do not care to take any chances of having the 
pain and tenesmus return. We speak of those who have had 
a left inguinal colotomy ; for, after this operation, patients can 
dress themselves, wear a truss, and attend to their ordinary 
duties. The disgust to colotomies that existed in former years 
is fast, and very proi)erly, dying out, for the condition of per- 
sons after inguinal colotomy is not nearly so deplorable as many 
who have never seen the operation would believe. 
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ILLUSTRATIVE CASES. 

Case XV. — Ulceration of the Rectum. 

A banker, aged 41, a slender man, of pallid eounteniuice, suffering 
from some rectal trouble, consulted me in the latter part of December, 
1892. He stated that he had considerable pain every time he had an 
action; and, further, that at times there was more or less bleeding and 
always some pus ; the latter was usually of a brick dust color. He suf- 
fered intense pain almost constantly when on his feet. Now and then 
it would be reflected up the back and down his legs. Of late he ha<l 
been much annoyed by an unpleasant sensation in the lower portion of 
the rectum, as if the bowel were going to act. The stools were frequent 
and accompanied by griping and tenesmus. I carefully examined into his 
general health and found it all that could be desired. He assured me 
that if I could correct his rectal disease he would be all right. The 
sphincter being very tight, I advised him to take an anesthetic, that a 
thorough examination might be made, and told him that if a surgical 
operation were necessary it would be performed while he was unconscious. 
A Cook speculum was inserted well up the bowel after the sphincter 
had been divulsed, and by the aid of a good light an ulcer as large as a 
silver half-<lollar was located on the posterior wall of the rectum, a little 
to the right of the median line, two and one-half inches (6.4 centimetres) 
above the anus, the edges of which were rounded, raised, and very hard ; 
all of which demonstrated the fact that it had been there for many weeks, 
if not months. On either side of it were two white polypoid growths 
about half an inch (1.3 centimetres) long. (See Plate IX.) The mu- 
cous membrane below the ulcer was somewhat excoriated, as also was 
the anal margin, because of the acrid discharge that was passing over 
them. 

Treatment, — The ulcer and the immediate vicinity were curetted 
thoroughly and then incised. We next paid our respects to the external 
sphincter and severed it, because of its tonic contraction. The bowel was 
irrigated with a solution of carbolic acid and a piece of gauze inserted 
to insure drainage and to warn us in case of hemorrhage. The patient 
was then placed in bed and surrounded by hot bottles. Thirty-six hours 
afterward the gauze was removed, the rectum irrigated, and the ulcer 
dusted over with calomel, which, by the way, is a valuable remedial agent 
in starting healthy granulations in almost any chronic sore. A fluid and 
semisolid diet — ^which consisted principally of milk, soft-boiled eggs, and 
strong soups — was ordered. The bowels were moved every second day, 
by aid of mild cathartic mineral waters. He was not allowed to get out 
of bed or sit up for three weeks. During this time the ulcer was 
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cleansed, and either a solution of silver, the balsam of Peru, or ealoiuel 
was applied every other day. By this time the diarrhea had stopped ; 
he was free from pain and had gained twenty pounds in weight. The 
local applications were continued for three weeks longer, when the ulcer 
had entirely healed. lie was then discharged, with instructions to return 
to the city immediately should he ever feel any uneasiness about the 
rectum. It has now been two years since 1 saw him last, but 1 have 
heard that he is perfectly well. 

Case XVI. — Ulceration of the Rectum. 

About one year ago the first of this month 1 was requested to visit 
a young lady at a boarding-school ; she was sufiering from some rectal 
disorder. The principal informed me that she had been very despondent 
of late and had frequently remarked that if she did not get relief soon 
she would commit suicide. On (questioning her I learned that she was 
of an exceedingly nervous temperament, and that six months previously 
she had a diarrhea that lasted for three weeks, when suddenly it ceased 
and she became markedly constipated instead. Up to this time she had 
no pain except the tenesmus that accompanied the frequent stools; 
recently, however, she was seldom without pain. When asked where it 
was located she placed her hand over the coccyx and sacrum and said it 
was there most of the time, but now and then over the ovaries. She 
suffered most, however, during and for about one hour after defecation. 
The pain was so severe at times that she almost went into spasms. She 
menstruated regularly and there was no indication of bladder or kidney 
trouble. She finally consented to a digital examination, provided I 
would give her chloroform and do what was required at the same time. 

Examination revealed three ulcers, about the size of a silver dime, 
at the upper edge of the internal sphincter. They were highly inflamed 
and so was the rectal wall in the immediate vicinity. The sphincter 
muscles were stretched first in one direction and then in another until 
they were passive ; the ulcers were then painted over with nitric acid, 
care being used not to get any on the healthy bowel. Since the edges 
of the ulcers were not thickened nor indurated, and the muscles were not 
hypertrophied, it was not thought advisable to incise either. The after- 
treatment consisted in keeping her in the recumbent position, the diet 
was restricted to liquids and semisolid foods, and the bowels were 
moved gently every other day. In the meantime the rectum was irri- 
gated daily with carbolized water, while a mild astringent was applied to 
the ulcer every other day. This plan of treatment was continued for 
only two weeks, when the ulcers were completely healed and all the local 
symptoms had disappeared. Her school-girl friends said that she was 
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like her old self again and as jolly as any of them. Three months after 
she was discharged she wrote me that she was perfectly well. I think 
that I never treated any one who was more grateful for services 
rendered. 

Case XVII. — Tubercular Ulceration. 

A lady, aged 31, was referred to me by a physician from a neigh- 
boring town, with the following history : She had inherited a phthisical 
constitution from her mother and had always been very delicate. One 
year previous to the time I saw her she caught a cold and had been 
bothered with a very annoying cough ever since. She had night-sweats, 
which weakened her very much. In addition to this she was suffering 
from a rectal trouble that caused much pain, and she had frequent stools 
that were mixed with a thin, glairy-looking pus with a foul odor. 

Examination revealed a patulous anus. The speculum was inserted 
without the slightest pain and a deep ulcer with irregular edges was 
located just within the external sphincter, which was almost eaten 
through ; this, in part, accounted for the patulous appearance of the 
anus. 

Treatment. — On account of the lung complication it was deemed 

advisable not to give an anesthetic, but to cocainize the parts, to curette 
and apply nitric acid to the ulcer, and not to incise the sphincter, for in 
such cases too much cutting may result in incontinence. Tonics and a 
strong diet were prescribed ; she was also requested to spend most of 
her time in the open air in the sunshine. This, together with the local 
application of mild astringents, constituted the treatment. It required 
nearly three months for the ulcer to heal, owing to the debilitated con- 
dition of the patient. She was never bothered again with the ulceration, 
but she died, some eighteen months after she left the hospital, from the 
old lung trouble. 

10 



CHAPTER XV. 



BENIGN STKICTUBE. 



A STRICTURE of the Tectum is a narrowing of the gut ; it J 
may result from contraction or from mechanical pressure out-l 
side of the bowel, caused by an enlarged prostate, a dislocatedl 
uterus, or a tumor. In one ease the 
fontrartion will be very limiteil, not 
being more than one-half inch (1.27 





centimetrea) in breadth (annular, see Fig. 48), while in anotha 
it will he hroad and may involve two or three inches (5 or 7.6 cei 
timetrcs) of the bowel or more (tubular, sec Fig. 4!)). On cloi 
examination tbe mucous membraue, as well as the submuoooi 
(US) 
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tissue, will appear rough, thickened, and indurated, as a result of 
the chronic congestion and infiltration. A stricture may or may 
not entirely obstruct the calibre of the bowel. When the bowel 
is entirely occluded it is called complete. When all or a part 
of the fecal matter can escape through the stricture it is a par* 
tidl stricture. There are many kinds of strictures, when classi- 
fied from an etiological stand-point, which seems to us the most 
rational way of classifying them ; though some high in authority 
do so according to the shape of the constriction and the amount 
of the bowel involved, designating them annular, tubular, cres- 
centic, etc. Knowing as we do that a very large percentage of 
all strictures is due either to inflammatory deposits or cicatri- 
zation following some one of the various forms of ulceration, as 
described in the previous chapter, we shall base our classification 
upon these facts, and give the same classification for stricture 
that we did for ulceration, considering each in detail ; then we 
shall pay our respects to some other varieties of stricture as 
given by other writers on this subject. The following classifi- 
cation will include all the different kinds of stricture likely to 
be met with in the rectum. We have purposely omitted cart' 
cerous stricture, for Mr. AUingham will deal with this variety 
in his chapter on cancer : — 

1. Traumatic. 3. Tubercular. 

2. Syphilitic. 4. Catarrhal. 

5. Dysenteric. 

General Remarks. 

Stricture of the rectum is usually located in the lower por- 
tion, though no part of the colon or rectum is exempt. The 
location may vary somewhat, but in the majority of cases it will 
be within two and one-half inches (6.4 centimetres) of the muco- 
cutaneous junction. Stricture is rarely ever foiuid in tlie young ; 
only a few cases have been reported in young cliildren. We 
treated one case, that of a colored girl, aged 13, due to syphilis. 
It is the exception to see a case of stricture in a person under 
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30 years old. Women are much more prone to tliis disease 
thiiu men. One reason is on account of their being more sub- 
ject to constipation. 

Traumatic. 
All writers agree tliat traumati^im is a frequent cause of 
stricture in the rectum as well as in other iwrtions of the ali- 
mentary canal. Tlie injury that is directly or indirectly respon- 
sible for tlie stricture may be slight or extensive, the result of a 
blow from the outside or from pressure of some internal organ; 
it may cause dimhintion in the calibre of the bowel by obstruct- 
ing one side of the rectal wall, or the whole circumference may 
be involved. The constriction in exceptional cases may occur 




ot Str ctured It4]ctuin. 



suddenly ; as a general thing, however, a constriction comes on 
gradually, as a result of some wound or ulceration that refuses 
to heal. The following are some of the more common causes 
of traumatic stricture : — 

1. Siirj^icfil operfttioiis. 

2. Constipatiim and fecul impaction. 

3. InU'oiliK-tioti of foreign bodies, iLco'ulentally or ottierwiBc. 

Snr<jical Operations. — We have no doubt that surgical 
oiwrations frequently cause rectal stricture, for we have seen 
and treated several cases where the stricture was directly trace- 
able to this cause. We desire to say, in justification of this 
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statement, that nearly all of these cases had been operated on 
by some one of the numerous ignorant itinerants and orifidal 
surgeoiu that infest this portion of the country. It has been 
our good fortune never to have a well-marked stricture follow 
any operation. In one instance there was some constriction, 
which was easily remedied, caused by the removal of several cuta- 
neous tags and piles. The constrictions following the operation 
by the itinerants were, in a large percentage of the cases, due 
to sloughing and ulceration, following the injection of different 
solutions into pile-tumors. After an operation the patient is 
told to go about his ordinary duties, and no attention is paid 
to the ulceration. In some instances it may get well, while in 
othere it becomes chronic and gradually extends itself, healing 
in one place and breaking down in another, until constriction 
follows. We remember one case of almost complete occlusion, 
due to an extensive ulceration produced by the injection of a 
considerable quantity of pure carbolic acid into the rectum 
through a fistulous tract. The operator in this case promised 
the patient a cure without the knife and said that all that was 
necessary was to inject some medicine into the fistula. The 
patient came to us six months after the injection had been made 
and said his suffering had been greatly increased by the treat- 
ment he had undergone. On examination we found a tight 
stricture and a complete fistula. We have treated a number of 
strictures of the worst form caused by non-union of the skin 
and mucous membrane following Whitehead's and the so-called 
"American" operation. 

Constipation and Impaction, — Constipation may be put 
down as a cause of stricture from tlie fact that it is one of the 
most frequent causes of ulceration, the said ulceration being a 
result of an injury done to the rectum during the passage of 
some hard fecal mass or from a necrotic condition of the tissues 
that have been pressed upon by the fecal mass. 

Foreign Bodies, — A few cases have been reported where a 
stricture followed an ulc^eration set up by the presence of some 
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foreign body in the rectum. A variety of foreign bodies have 
been found in the rectum, some due to accident, others placed 
there by insane people, and still others by criminals to prevent 
the finding of a pocket-knife or saw by the jailer. It has been 
said tliat one gentleman, who had been to Europe, secreted a 
number of diamonds in the rectum to escape paying the custom- 
house duties. We have treated one case only in which we 
thought that the stricture was traceable to a foreign body ; this 
was in the case of a locksmith who came to us to be treated for 
piles and constipation. He had all the ordinary symptoms of 
stricture with external piles. Chloroform was administered in 
order that a linear proctotomy might be made. On introducing 
the finger through the stricture something very hard was de- 
tected, which was removed with great difficulty. It proved to 
be an angular piece of iron about three-quarters of an inch 
(2 centimetres) long and half an inch (1.27 centimetres) broad, 
which had become firmly imbedded in the tissues and acted as 
a source of irritation from which the ulceration that produced 
the stricture started. When we showed the piece of iron to 
him he was much surprised and said it was a piece that belonged 
inside a lock. He had been in the habit of holding certain 
pieces of a lock in his mouth while he was filing others, and 
on one occasion swallowed this .piece, which caused him much 
anxiety for a few days, but as it never gave him any further 
trouble he supposed that it had passed out with the contents of 
the bowel. 

Parturition is mentioned as a cause of stricture. We have 
never seen a case in which we tliought the stricture due to this 
cause ; we believe that such an occurrence is quite rare. 

Syphilitic. 

Syphilis in the form of gummatous deposits within the 
rectal walls or from ulceration certainly heads the list of causes 
of stricture of the rectum. In fiict, we believe it to be the cause 
of as many strictures as all other causes put together in dia- 
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pensary practice. Just what percentage of cases of stricture 
are due to syphilis is a much mooted question and has been the 
cause of much controversy. Allingham endeavors to throw 
some light on this question by recording one hundred cases 
observed by him in private practice and at St. Mark's. He 
says : '' On summing up my own statistics I can, in short, state 
that, in women, 42 out of 80 had suffered from, or were suffering 
from, undoubted constitutional syphilis, and, in 20 males, half 
were in the same condition ; thus, out of a total of 100 patients, 
52, or more than one-half, were syphilitic."* He ascribes tlie 
causes in the other 48 cases to tuberculosis, dysenteiy, diarrhea, 
constipation, and surgical operations ; while in a large number 
he was unable to assign any cause. 

Crippsf places on record 70 cases of stricture recently ad- 
mitted to St. Bartholomew's Hospital, and gives the probable 
primary causes, as follow : — 

1. Syphilis, 13 

2. Childbirth, 8 

3. Operations for piles, 8 

4. Operations for fistula, 2 

5. Congenital, 2 

6. Inflammation of the bowels, .... 2 

7. Internal fistula, 2 

8. Dysenter}', 2 

9. Tubercular diseases, 1 

10. Unassigned, 30 

Total, 70 

Of the 70 cases, 63 occurred in women and 7 in men. 
It would appear, from the foregoing table, tliat 18 per cent, 
represents as nearly as possible the proportion of cases of 
stricture which can be fairly assigned to syphilitic origin. 
Cripps would lead us to believe that some authors attribute 
stricture to syphilis without due evidence, and asks why it is 
that this diathesis should so much more frequently lead to 

* Allfnfrham, Diseases of the Rectum and Anns, p. 278. 
t Cripps, Diseases of the Rectam and Anus, p. 226. 
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stricture in women than in men, for a much larger number of 
males than females suffer from syphilis, — ^about the proportion 
of ten to one, — a proportion exactly reversed in the frequency 
of stricture. He believes that the true explanation of the pre- 
ponderance of this disease in females, whether specific or other- 
wise, is to be sought rather in the anatomical relations of the 
rectum than in any constitutional diathesis. In the last two 
years the author has treated 25 cases of stricture of the rectum 
and assigned them to the following causes : — 

1. Syphilis, 13 

2. Tuberculosis, 2 

3. Diarrhea, 2 

4. Dysenter}', 1 

5. Rectal catarrh, 2 

6. Traumatism, ....... 2 

7. Unknown, 3 

Total, 25 

Of the 25 cases, 20 were in women and 5 in men ; 
13, or more than one-half the total number, had syphilis. 
Again, we find that women are apt to suffer more from this 
disease than men, and that syphilis is to blame in a very 
large percentage of the cases. We have not included in the 
above report tliose strictures which are ordinarily described as 
spasmoilic strictures^ nor liave we included the congenital form 
as given by some authors. From the study of our dispensary 
practice we are firmly convinced that a greater proportion of 
the colored race than of white people arc afflicted with strict- 
ures. We ascribe tliis to tlie fact that a large percentage of 
negroes have syphiHs, eitlier acquired or inherited. Chancroids 
are sometimes found about tlie anal margin, but rarely extend 
high up into the rectum. It is quite the exception to see a 
stricture from this cause, but when it does occur it can be 
located near the anus. The causes of tlie other cases of strict- 
ure recorded in the above table were due to some of the various 
forms of ulceration described in the previous chapter, except in 
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the few referred to as unknown. The real cause of these is 
still a mystery, yet they were well-marked fibrous bands. 
AUingham thinks that, if we understood why women suffer 
more frequently from ulceration and stricture than men, we 
would have the solution of the problem and could tell the 
cause of those strictures which are mysteries at the present 
time. 

Tubercular. 

This form of stricture is not common, for the reason that 
tubercular ulceration rarely ever heals ; consequently, constric- 
tion does not take place. It is not impossible for a stricture to 
occur, in cases of tubercular ulceration, as a result of induration 
and inflammatory deposits. Kelsey* has seen this condition 
occur too palpably to be mistaken. Patients suffering from 
tubercular stricture are always in a deplorable condition, and 
have little to hope for. 

Catarrhal. 

Inflammation of any portion of the intestinal tract may 
result in a stricture, no matter whether the attack be acute or 
chronic. Certain changes are produced in the rectal wall as a 
result of inflammatory deposits or of cicatrization following 
ulceration, which is started by the mucous membrane's becom- 
ing irritated from the constant passing of large quantities of 
retained and irritating mucus. 

Dysenteric. 

That dysentery causes stricture cannot be doubted ; but we 
believe that it is of exceedingly rare occurrence in this part of 
the United States. At the same time we can readily understand 
how it may be a more common cause in countries where the 
climate is very warm and dysentery is more prevalent. A 
stricture following dysenteric ulceration usually involves a con- 
siderable portion of the bowel. Sometimes there are multiple 

* Kelsey, Diseases of the Rectum and Aims, p. 345. 
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strictures, one stricture being situated above tlie other. The 
case referred to in the table was one of tlie latter class. 

Other Forms of Stricture. 

In our classification of the forms of stricture we have not 
mentioned the following, which other authors include : — 

1. Congenital. 3. Inflammatory. 

2. Muscular Bands. 4. Spasmodic. 

Congenitah — We believe that these strictures (malforma- 
tions) should not be treated under this heading, for they prop- 
erly belong to the chapter on congenital malformations of the 
rectum and anus, \vhere we have described them in detail. 

Muscular Bands, — The semicircular bands which are dis- 
tributed about the recta,l wall in a spiral fashion, and which 
sometimes extend for some distance out into the rectum, have 
been mistaken for and diagnosed as strictures of the rectum, 
because a rectal bougie came in contact with them when intro- 
duced into the rectum. Some charlatans take advantage of this 
anatomical fact and make inisuspecting patients believe they are 
suffering from a stricture, and to cure this they exact a large fee. 
This practice is said to have been quite common at one time. To 
illustrate the extent to which this practice was carried on, Mr. 
Henry Smith* tells the following story. He says: "A certain 
gentleman's wife had received treatment with bougies for sup- 
posed stricture. She informed her husband of what had trans- 
pired. He became infuriated at the liberty taken with his wife, 
and called at the house of the practitioner with a horse-whip in 
his hand, intending to punish him. But," the story goes on to 
say, '' instead of applying the whip to the operator, he quietly 
submitted and had the bougie passed upon himself." Such was 
the influence of the surgeon in question in persuading his pa- 
tients to believe that they were suffering from stricture of the 
rectum. 



• Henry Sraitli's Surgery of the Rectum, p. 4S. 
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Inflammatory. — We believe with Mathews that inflam- 
mation plays an important part in stricture formation, from 
wliatever cause. When ulceration is present, a certain amount 
of inflammation precedes and accompanies it, and is partly re- 
sjionsible as a cause of the stricture when it occurs. Sometimes 
a stricture is found independent of any ulceration, as a result 
of the rectal wall's becoming thickened from inflammatory de- 
posits following proctitis. To say that a stricture is of the in- 
flammatory variety is not definite enough, for the same might 
apply to almost any stricture. When there is either an acute 
or chronic inflammation of the bowel, we believe that it should 
be designated as catarrhal^ and not inflammatory. Then, any 
one will readily understand just what is meant. 

Spiismodic Stricture. — Probably no other subject concern- 
ing rectal disease has enlisted more discussion than the one now 
under consideration. The bone of contention has been : Is the 
spasmodic contraction of the rectum that is sometimes observed 
a real stricture, or is it a symptom of some other pathological 
condition ? 

Van Buren* says : " Wherever muscular spasm exists, vol- 
untary or otherwise, there must be a cause, reflex or direct, and 
this cause is to be recognized as the disease, and not the narraio- 
ing to which it gives rise. Permanent spasm of involuntary 
muscle I regard as an impossibility." 

Again, t he says: "Neither in imaginary nor in actual 
stricture of the rectum is muscular spasm an element of any 
practical importance." 

Leichtenstem$ says: "The existence of such an affection 
no longer calls for serious discussion." 

Mr. Harrison Cripps, § after agreeing with Van Buren and 
other writers that permanent or perpetual spasm of the invol- 
untary muscular fibre is a physiological impossibility, goes on 

* Van Haren, Diseases of the Rectum, p. 200. 
t American Journal of Medictd Science, October, 1879. 
X Leichtenstem, Ziem88en*s Cyclopedia, toI. vii, p. 484. 
§ Cripps, Diseases of the Rectum and Anus, p. 228. 
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to say that " There is a condition of tempomry, followed by 
permanent, shortening to which muscles, frequently stimulated 
by reflex irritation, are liable." In proof of this statement, he 
cites untreated cases of chronic knee-joint disease. He argues 
that any irritation, as an ulcer, inducing continual reflex con- 
traction in any muscular canal might terminate in a permanent 
shortening of its fibrous elements, thus producing an annular 
stricture, and in these views Mr. Ball, of Dublin, concurs. 
While we have not studied tliis question sufficiently to give a 
positive opinion as to the correctness of Mr. Cripps's views, we 
must admit that this argument is both ingenious and plausible, 
and the case he reports bears out his assertions. We have 
never seen a case of stricture of the spasmodic variety situated 
above tlie sphincter muscles, and have heretofore believed that 
such a stricture was a physiological impossibility. We have 
quite often observed a strictured condition within the lower inch 
(2.54 centimetres) of the rectum as a result of reflex spasmodic 
contraction, induced by constipation, fissures, etc., which had 
continued so long that the mus(;les had become thick, firm, and 
hypertrophied. But it is difficult for us to comprehend how 
such a condition could occur in the rectal wall, above the 
sphincter, unless it is due, as Cripps claims, to the constric- 
tion (shortening) of the levator ani muscles and to the nor- 
mal circular muscular fibres of the bowel. Such cases must 
necessarily be of very rare occurrence. 

Chloroform will settle the question as to whether a stricture 
is spiismodic or not. Wlien com])lete narcosis is obtained the 
stricture, if spasmodic, will at once disappear ; if otherwise, it 
will remain. 

PATHOLOGrCAL A N ATOMY. 

In studying the morbid anatomy of stricture there are many 
points to take into consideration. Not only are the mucous mem- 
brane and tlie muscular coats of tlie rectum diseased at the point 
of constriction, but frequ(Mitly both above and below. (See 
Plate X.) On i>ost-mortem examination, in most instances, a 





PLATE X- DIAGRAM MATIlAL DRAWING OF STRICTURE DF THE 
RECTUM DOE TO ULCERATION 
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section of the stricture will have a firm feel, a glistening appear- 
ance like other scar-tissue, will creak when pressed between the 
fingers, and is very hard to cut with the knife. There will be 
found an abundant increase of connective tissue at the seat of 
tlie stricture and in its immediate vicinity ; all of the rectiil 
coats and tissues beneath the same and in the ischio-rectal fossae 
will be found indurated and hard. In cases of long standing, 
ulceration and irregular nodules can be felt both above and 
below the strictured point. Dilatation of the rectum above the 
point of constriction always takes place, — due largely to fecal 
impaction, — while narrowing is the rule below the stricture. 
Fistula is a frequent complication and acts as a sewer to carry 
off the discharge from the ulcerations. A fistula opens more 
frequently above tlian below tlie stricture. Around the anal 
margin and lower part of the rectum will be seen vegetations, 
piles, and tags of skin which are always indicative of a chronic 
discharge. When the fistula becomes stopped up or the sub- 
mucous tissue becomes infected from the poisonous discharges 
an abscess will be the result. This abscess may open into the 
bladder, the vagina, or upon the surface of the body. Fre- 
quently the intestines will be bound together by bands of 
adhesions, the result of a chronic peritonitis. In one fatal case, 
where we succeeded in getting a post-mortem examination, we 
found the intestines all matted together and literally covered 

with pus. 

Symptoms. 

The symptoms of rectal stricture must necessarily be both 
local and general. The former are due to ulcemtion, while the 
latter are caused by mechanical obstruction of tlie ahmentary 
canal; such an obstruction creates a disturbance in both the 
circulatory and the nervous systems and causes a long train of 
misleading symptoms. The stricture is quite frequently over- 
looked until obstruction takes place. The early symptoms of 
stricture are almost identical with those of ulceration referred to 
in the previous chapter. The earliest symptom usually is that 
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of chronic constipation. For a time these patients get on with- 
out medicine ; but as the constriction narrows down purgatives 
are taken, the stools are softened, and all goes well for a few 
months longer. Then the patient observes that he spends a 
longer time in the closet than of old and that much straining is 
indulged in before the bowel is thoroughly emptied. As time 
goes on this straining increases, and, instead of being constipated 
all the time, he now and then has a diarrhea ; then, for a time, 
diarrhea alternates with constipation. A few days of consti- 
pation will be followed by diarrhea. From this time on, as the 
constriction becomes tighter and tighter, the constipation gives 
way and the diarrhea predominates and the patient is re- 
quired to go to stool many times a day ; in fact, during the 
later stages of the disease these sufferers will spend half iheir 
time in the closet and will frequently pass small quantities of 
liquid feces. There is a never-eiiding feeling that the bowel 
has not been thoroughly emptied and that something is yet to 
come away. It is necessary to take the strongest cathartics, 
followed by copious injections of warm water and glycerin, to 
liquefy the feces before they can be voided. The straining and 
tenesmus which accompany tlie frequent stools are something 
frightful ; in fact, we do not know of any other condition that 
will induce so much suffering. The pain is described as bearing 
down and is probably the result of a large, hard lump of fecal 
matter which rests upon the upper surface of the stricture, but 
cannot be forced through it. The pain during the intervals of 
straining is nominal. In cases of long standing the pain is 
reflected to tlie neighboring organs, up the back, over the ab- 
domen, and down the limbs. Cramping of the lower extremities 
is not an uncommon symptom of stricture. 

Character of the Stools. — Much knowledge can sometimes 
be gained by a close inspection of the stools, yet one must not 
rely too much on the shape of the feces, for tliey are sometimes 
very deceptive and cannot be relied upon as a positive diagnostic 
sign of stricture, as many of the text-books on general surgery 



BENIGN STRICTURE. 159 

would have us believe. They are never, or rarely ever, normal 
m shape when there is a tight stricture, but are described as 
looking like a pipe-stem, piece of ribbon or tape, and very 
long ; sometimes the motions are flat, again they will be round. 
We have known instances where the stricture was located high 
up in the rectum, where the motions were large, hard, and 
almost normal in sha^^e ; and many of the older writers would 
have said there was no stricture. This is easily understood 
when we know how readily the soft and semisolid feces can 
pass through the stricture into the lower portion of the rectum ; 
and when there, if not soon discharged, immediate absorption 
of the watery portion takes place, and if a sufficient quantity 
has come down a well-formed motion may be discharged. On 
the other hand, we have many times seen the ribbaii-Ulce stools 
when there was not the slightest sign of a stricture, due to the 
spasmodic contraction of the sphincter muscle from fissure or 
ulcer. When a tape or ribbon-like stool is of frequent occur- 
rence it should lead us to suspect a stricture, and a careful 
examination should be made. A short time since my class at 
the University Medical College and myself had the unusual 
opportunity of studying the mechanism of a stricture, so far as 
the stools were concerned, in a woman who was being anesthe- 
tized that the stricture might be divided. The sphincters had 
been thoroughly divulsed, and 1 was in the act of incising the 
stricture, located one and a half inches (3.8 centimetres) above 
the anus, when the patient commenced to strain and to vomit. 
The stricture was forced down tlirougli tlie external sphincter 
and was presented to the full view of every one. Just then the 
straining increased, and a string of solid feces two feet long was 
forced through it. The string was in diameter the size of an 
ordinary pen-staflf; this was followed by a discharge of liquid 
feces, which was thrown out with such force as to lodge against 
the opposite wall, some five feet away, in a manner similar to 
that of water coming out of an ordinary rubber hose the force 
of which is increased by a narrowing of the nozzle. 
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Patients suffering from stricture invariably have a worn-out, 
pinched expression about the face. The tongue will be coated, 
the breath very offensive, and the skin will look sleek and waxy. 
The general appearance of the patient is much like that of one 
suffering from general tuberculosis. 

Peritwiitis^ either acute* or chronic, occurs sooner or later 
in almost every case, and continues until the stricture is cured 
or death ensues from exhaustion. A post-mortem examuiation 
will always confirm this statement. The inflammation occurs 
as a result of the pelvic peritoneum's becoming diseased, as a 
result of an ulceration started by the pressure of an impacted 
mass in the dilated portion of the colon above the stricture or 
from the absorption of retained poisonous discharges. 

CompUcations. — As a result of the constant straining and 
venous congestion, irritating discharges, etc., other forms of 
rectal disease — such as hemorrhoids, abscess, fistula, ulcer, 
fissure, and pruritus ani — will be produced, and they cannot 
be satisfactorily cured until the strictured condition has been 
relieved. 

External Ajypearance of the Anits, — A casual glance at 
the anus of one who has been suffering for a considerable time 
with stricture will be sufficient to convince us that we have to 
deal with a stricture or some other serious rectal disease, as 
cancer or both. The anus will be open, the sphincters loose 
and flabby, and the patients have scarcely any control over the 
feces when once they pass the stricture. Numerous vegetations, 
tags, and flaps of superfluous skin are to be seen on every side, 
or, possibly, an eczema and long, deep cmcks, which radiate 
from the anus in every direction and which produce an irritable 
itching. In conclusion, we desire to recapitulate, briefly, some 
of the more common symptoms and complications that might 
be expected in a case of stricture of the rectum. They are : — 

1. Constipation. 

2. Diarrhea intermittent with constipation. 

3. Intense and almost constant straining. 
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4. Feeling as if the bowel never completely emptied itself. 

6. Hectic fever. 

6. Indigestion. 

7. Tympanites. 

8. Loss of sphincteric power. 

9. Discharges of blood, pus, and mucus. (Coffee-ground 
stools.) 

10. Pain reflected to other portions of the body. 

11. Change in size and character of the feces. 

12. Obstruction of the bowel. 

Diagnosis. 

When the stricture is located within two and a half or 
three inches (6.4 or 7.6 centimetres) of the anus, it can be diag- 
nosed easily by simply introducing the index finger upward into 
the rectum until it comes in contact witli the constriction. If, 
on the other hand, it is situated higlier up in the bowel than 
the finger can reach, it will be very difficult to make a positive 
diagnosis. In tliese cases the surgeon has an excellent chance 
to test his ingenuity and diagnostic ability. At best the diag- 
nosis must ollen be uncertain and surrounded with doubt. 
Numerous cases have been reported w^here persons have been 
treated for stricture of the rectum by well-known and reliable 
surgeons ; yet, a post-mortem examination proved that there 
was none. Wliat the surgeon thought was a stricture was, in 
a few ciises, the promontory of the sacrum, while in others it 
was some one of the semilunar bands or valves of the rectum 
agjiinst which tlie bougies had lodged, giving tlie impression to 
tlie hand that they had been arrested by a constriction. On tlie 
other hand, it has been our experience more than once to have 
a bougie double back upon itself when a real stricture was 
present, misleading us into the belief that it had passed some 
distance up into the bowel. Our own Dr. Gross once said : 
" Stricture of the rectum is 7nore frrgnenfl// described than oh^ 
served^ From this we infer that he had reference to the spas- 
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modic variety ; for many cases of the latter were being reported 
in those days. The safest and most hitelHgent way to make a 
diagnosis of stricture is by the finger if it can be reached. The 
finger should be passed through it. In this way ulceration both 
above and below can be detected, tumors pressing on the rectum 
located, and the exact amount of the bowel included in the 
constriction measured^ and, as a rule, the character of the growth 
determined. In otlier words, we may ascertain whether it be 
syphiUtic, dysenteric, tubercular, or malignant. A description 
of the malignant form will be given by Mr. Alliugham in 




Fig. 51.— iJoileiihamcr's Ilectul Kxi)lorer. 

another chapter. Wlien the stricture is so high that it cannot 
be felt by the finger, we have to resort to the use of some one 
of tlie many kinds of rectal bougies, the introduction of the 
hand into tlie bowel, bimanual and vaginal examination, or 
exploratorji htparotomji, which is best ichen there is any doubt 
as to the exact location or character of the disease. For pur- 
poses of examination tlie conical or olive-shaped tips, fastened to 
a fl(\\ible piece of whale-bone (see Fig. 51), are the best bougies 
and are to be had in various sizes. In order that the exact size 
and height ol the constricting ring may be determined, bougies 
of difl'erent sizes are passed through it until one is found that 
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meets with resistance, then goes through with a jerk, and pro- 
duces the same sensation when withdrawn. This gives the size, 
and, if an elastic band is put around the bougie at the anus 
when the point of re^sistance is met, it gives the distance of the 
stricture above the anus. In case the passage of the olive- 
tipped bougie should be arrested by folds of the mucous mem- 
brane, the operator should substitute a soft-rubber one with an 
opening through its entire length and inject warm water through 
it ; the membrane will then unfold and the instrument can be 
passed farther up the bowel. Sometimes this procedure needs to 
be repeated. At the same time that the bougies are being 
used, bimanual examination should be made to see if the dis- 
ease can be located. Much information in some cases can be 
gained as a result of a vaginal examination. As a last resort, 
we are justified in introducing the entire hand into the rectum 
for the purpose of diagnosticating a stricture high up. It must 
be borne in mind, as mentioned in another chapter, that this 
method of examination is fraught witli mucli danger. In en- 
deavoring to ferret out the trouble it must be remembered that 
certain enlargements of the prostate, of the uterus, and some- 
times tumors in and about the rectum produce symptoms not 
unlike those present when a real stricture exists. The differ- 
ential diagnosis of benign and malignant stricture is of the 
utmost importance, for tlie treatment of the two differs very 
much. We cannot do better than to give tlie following table 
from Ball,* which illustrates the more important points of 
difference : — 



DIFFERENTIAL DIAGNOSIS. 



Non-malignant Stricture. 

1. Genenilly a disease of adult life. 

2. Essentiall}' chronic and not im- 

plicating the system for a 
long time. 



Malignant Stricture, 

1. Generally a disease of old age. 

2. Progress comparatively rapid 

and general cachexia soon 
produced. 



*The Rectum and Anus, p. 169. 
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DIFFERENTIAL DIAGNOSIS {cantiuiied). 



Malignant Stricture. 

3. Masses of new growth are to be 

felt either as flat plates be- 
tween the mucous membrane 
and the muscular tunic, or as 
distinct tumors encroaching 
on the lumen of the bowel. 

4. Ulcenition, when present, is 

evidently the result of the 
breaking down of the neo- 
plasm, and the edges are 
much thickened and infil- 
trated. 

5. Generally, one portion of the 

circumference is more obvi- 
ously involved. 

6. In the advanced stages pain is 

frequently referred to the 
sensory distribution of some 
of the branches of the sacral 
plexus, due to direct implica- 
tion of their trunks. 

7. The sacral lymphatic glands can 

sometimes be felt througli 
the rectum to be enlarged 
and hard. 



Prognosis. 

The prognosis of stricture is invariably unfavorable^ so far 
as a cure is concerned, unless it be a very slight one, situated 
near the anus, and uncomplicated by constitutional disturbances. 
Such a case is rarely seen by the surgeon, for the reason that it 
has not created sufficient pain and annoyance to cause the 
patient to think lie has need of a physician. The history of a 
case of stricture is tliat tlie patient is getting worse and worse, 
changing from one doctor to another, never satisfied with the 
treatment he is getting, believing that the physician is after 
" filthy lucre" and not a cure. Thus, on and on he goes until 
he becomes the most miserable creature in the world and death 



Non-malignant Stricture. 

3. The orifice of the stricture feels 

as a hard ridge in the tissues 
of the bowel. Polypoid 
growths, if present, are felt 
to be attached to the mucous 
membrane. 

4. Ulceration of the mucous mem- 

brane may be present, but 
without any great induration 
of the edges. 



6. The entire circumference of the 
bowel is constricted unless 
the stricture is valvular. 

6. Pain, throughout the whole 

course, in direct proportion 
to the fecal obstruction, and 
only complained of during 
the elTort of defecation. 

7. Glands not involved. 
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finally relieves him. We cannot be too cautious in tlie prog- 
nosis of cases of stricture, and we should inform patients thus 
afflicted that they will, in all probability, never be well again ; 
but if they are willing to place themselves in our hands and 
will follow out all instructions for weeks or months to come, 
we can certainly prolong their lives and make them comfortable^ 
while they live. A patient who is misled into the belfef that he 
is going to be cured^ and who submits to a course of treatment 
and pays a good fee, and then does not obtain relief, will never 
forgive the one who has thus deceived him, and tlie physician 
who did the wrong is lucky if he get off without a suit for 

damages. 

Treatment. 

The treatment of benign stricture of the rectum should 
come under two distinct headings : 

L Palliative. 2. Operative. 

The main indications in the treatment are to reduce chronic 
induration and ulceration, and to enlarge the constricted part 
of the bowel to such an extent that the sufferer may discharge 
the feces without pain or straining. 

PALLIATIVE. 

Palliative treatment may be subdivided into (a) means 
adopted to liquefy the feces, (A) means that lessen the constric- 
tion by absor[)tion, and (c) means that alleviate pain and build 
up the system in general. 

(a) Under this liead comes diet, whicli always plays an 
important part in tlie treatment of strictures. The food should 
be of the most simple character, and such as will leave as little 
residue as possible. Milk stands first, and should constitute the 
major portion of the food ; next comes rich, nourishing soups, 
soft-boiled eggs, and a small amount of rare beefsteak. All 
foods known to produce colic or flatulence should be discarded. 
Next to diet come laxatives, which are of great values because 
they liquefy the feces and allow them to be discharged through 
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the stricture, — a thing impossible when they are of a solid con- 
sistence. For til is purpose laxative mineral waters in large 
quantities daily are admirable. Next come mild cathartics, 
sulphur, castor-oil, etc. Strong purgatives are contm-indicated, 
though they are frequently prescribed by physicians who are 
not aware of the real condition of the patient. Copious injec- 
tions of warm water and glycerin, however, give the quickest 
and most satisfactory relief to the sufferer. 

(6) Mercury and iodide of potassium in increasing doses 
are usually resorted to in the treatment of strictures which are 
due to syphilitic deposits and other tumors where ahsorptiati is 
expected to follow medication. Medication will not be of any 
service where the stricture has been long in forming. Stricture 
caused by scar-tissue, the result of ulceration from whatever 
cause, is unchangeable so far as absorption is concerned. Cases 
where it is possible to cause absorption are materially benefited 
by gentle massage of tlie stricture with the finger, or by a 
suitable rectal bougie. This method will occupy our attention 
under operative treatment. 

(c) Pain and tenesmus in cases of stricture at times become 
so great that something must be done ; in fact, patients who 
have stricture are in constant pain and are extremely nervous. 
To quiet them, opium, morphine, bromides, chloral, and other 
liypuotics and anodynes have to be resorted to ; but great care 
must be exercised or the patients will form habits of taking 
these drugs, and they seldom have will-power enough to resist 
these habits when once esbiblished. It is preferable, when pos- 
sible, to relieve them by the local application of hot salt, flannels 
wrung out of hot water, or hot poultices over the anus, abdomen, 
and pelvis. Massage of the abdomen by gentle hands helps to 
break up focnl accumulations, which can then be discharged, 
and relieves flatulencv to a marked de<;ree. We must look 
after the patients' general health and prescribe tonics, such as 
codliver-oil, preparations of iron and malt when indicated, and 
their taking plenty of out-door exercise should be insisted upon. 
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OPERATIVE. 

As a rule, palliative treatment will prove a failure in so far 
as any permanent benefit derived is concerned ; yet much relief 
can be given by such treatment conscientiously carried out. 
The usual history of a stricture is that it goes on from bad to 
worse, in spite of palliative treatment, until ohstructiaii takes 
place and some surgical procedure is resorted to for relief. 
None of the surgical operations yet devised will give absolute 
relief in all cases of stricture ; yet the relief after some opera- 
tions is very marked. All pain, tenesmus, diarrhea, and strain- 
ing are done away with, and patients rapidly regain their former 
health. The following are the favorite operations for the relief 
of stricture at this date : — 

1. Dilatation : 3. Internal incision. 

(a) gradual ; (6) forcible. 4. Posterior proctotomy. 

2. Electrolysis. 6. Excision. 

6. Colotom3\ 

Dilatation. — The operation of dilatation, in some form or 
other, is more frequently resorted to than any other surgical 
procedure because it does not require the use of a knife. By 
the proper use of bougies, many cases of marked stricture with 
accompanying ulceration can be relieved and not a few cured. 
There has been a great difference of opinion as to which is the 
better method, (a) gradual or {b) forcible dihitation ; some claim 
that the former is preferable, others that the latter is. So far as 
our own view is concerned, we believe that both are indicated 
in a given number of cases. We believe that gradual dilatation 
has become of gi'eater usefulness than the forcible for the reason 
that it can be applied to any portion of the rectum. It is not 
safe to dilate the rectum forcil)ly when the stricture is more 
than two and a half inches (6.4 centimetres) above the anus, on 
account of the danger of riLptnring the bowel and tlie setting 
up of a fatal peritonitis. When gradual dilatation is practiced, 
it is better to use a bougie that will pass the constriction with 
ease than one that will catch and require force^ for the reason 
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that gentle friction seems to hasten absorption much in the same 
way as massage does in other tumors. When force is used 
inflammation and imtation may be set up that will do more 
harm than if the bougie had )iot been passed at all. There is 
nothing more tempting than to force a bougie through a strict- 
ure iTi which it has lodged. All patients treated by gradual 
dilatation should be warned that it will, at least, require a 
number of weeks or inotii/is to effect any permanent benefit, 
else they will think they are being treated for their fee only and 
go to some other surgeon. It is not at all necessary that the 
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surgeon should do all the work, especially when the constric- 
tion is in tlie lower part of the rectum, for the patient can be 
tauglit Iiow to use the bougies himself The short ones are 
preferable. (S(^o Fig. 52.) They shotdd be passed daily and 
U'll in from five to ten minutes, and the patient should be 
instructed to return to the office once a week to see what 
progress has Ir'oh mndo. Gmdual dilatation is not indicated 
when the constriction is within the lower two inches (5 centi- 
raetros) of tlie n'ctum, for the reason tV.at it takes too mtich 
lime to do any good, while with forcible dilatation we can 
accomplish the same in fife minutes and save the patient much 
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annoyance and expense. It can be accomplished, in a variety 
of ways, with a Sargent, Durham, Whiteliead, or other kind 
of mechanical rectal dilator (see Figs. 53 and 54), a Pmtt 




Fig. 53.— Whitcheuirs Dilator. 



speculum, or with the fingers. Soft-rubber bougies or fingers 
are preferable to other means of dilatation from the fact that 
much damage to the rectum is likely to be done when any of 
the various mechanical dilators are used. 




Hg. &*.— Durham's Dilator. 



Bougies. — There are many forms of bougies, (See Figs. 
55 and 56.) Ordinarily we prefer those about twelve inches 
(3^ decimetres) long and made of red rubber (Wales). They 
have an opening through the centre through which the bowel 



« 




FiR. 65.— Set of *' Aloes " Hard-Hubber Bougies. 



can be irrigated with medicated solutions. They can be had in 
any size. (See Fig. 56.) Allingham used hollow, vulcanited 
tubes of different sizes with a shield to prevent them from slip- 
ping into the bowel. (See Fig. 78.) For the purpose of dila- 
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t;itiii;,' tlic stricture, Mr. Cripps* lias made twelve sizes witli tM 
sliglit uiiiform taper from base to apex, while their length prob»l 
ably increases from four and a half inches (11.4 centimetres) in¥ 
No. 1 to five and a half inches (13.9 centimetres) in No. I2.I 
The diameter at th(> base increases I'rom one-fourth of an inch] 
(6,3 millimetres) to one and three-eightlis inches (3.5 ccuti-I 
metres). It is mrcly necessary to have the bougie retained fori 
more than a few moments. If it is desired to keep the bougie I 




in fur some lime, it ran be attarhed to and held in place by ] 
means of a T-bandage. Sponge and laminaria tenls. inserted J 
within tlie stricture and left tliere. will gradually dilate tliej 
conslvirtinn and will prove serviceable in some cases. 

Efei-froJi/nis. — Personally, we have not had any experiencel 
with this method of treatment ; hut, from observations wc havel 
made of its use in causing absorption in growths and tnmoraJ 
in other jwrtions of the body, we l>elieve that very little good! 
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can be accomplished by it. We think that nearly, if not all, 
surgeons will concur in this belief, notwithstanding the fact 
that text-books on electricity claim that many cures have been 
effected by the proper use of electricity. It is used by means 
of various-sized electrodes' being passed within the rectum and 
the cuiTents' being turned on ; the strength of the current to be 
regulated. to suit the case. For further information on this 
method of treating stricture, we respectfully refer the reader to 
the standard works on electrchtherapeutics. 

Internal Incisioii. — This consists in passing a probe- 
|K)inted bistoury into the rectum and incising the stricture in 
one or more places as indicated. When the stricture is annular 
or due to a fibrous band stretcliing across some portion of the 
bowel within two inches (5 centimetres) of the anus, this 
method will prove sufficient in many cases, if proper attention 
is paid to the afler-treatment. The internal division of strict- 
ure is generally condemned because of the frequent octnirrence 
of septic disturbances, abscesses, and fistulas following the oper- 
ation, thought to be the result of imjn'oper drainage^ and also 
to the danger of concealed hemorrhage. Owing to these 
dangers, it should not be performed in cases where a consider- 
able portion of the bowel is constricted and ulcerated. The 
following case wa« suited to this operation, as the result will 
show : — 

Case XYIIT. — Stricture due to a Muscular Band. 

A lad}', figed 27 years, who bad been suffering from stricture for 
two 3'ear8, coniplained-of the ordinary s3-mptoins, except ulceration. 
Examination revealed tbe presence of a narrow, circular bnnd one-fourtb 
of an inch (6.3 millimetres) in thickness, about one and a half inches 
(3.8 centimetres) above the anus, extending entirel}^ around the rectum. 
This was divided behind, before, and on both sides, and tbe rectum 
cleansed. The after-treatment consisted in passing a bougie (full sized) 
twice a week for two months, when she was discharged cured. Several 
months afterw.nrd she informed me that she was entirely relieved. 

I have treated a number of other cases uncomplicated by 
extensive ulceration with fair success. When accompanied by 
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ulceration, a hollow tube (see Fig. 77) sliould be left in to 
insure perfect drainage and to guard against concealed hemor- 
rhage. 

Posterior Pi^ociotomy. — This operation has been revived 
and popularized by Verneuil, of Paris, and is sometimes given 
the name of linear or external proctotomy. This method of 
treating stricture has not as yet been received with much favor 
by surgeons in general, but it is gaining friends every year. 
We now find prominent surgeons, as the Allinghams (Sr. and 
Jr.), Van Buren, Kelsey, and Cripps, advocating it in cases of 
threatened obstruction, accompanied by extensive ulceration, as 
the best operation, barring colotomy. On the other hand, we 
find that Mathews f gives preference to the simple division of 

the stricture at different points. In our own experience we 
have found that posterior proctotomy has many advantages over 

the internal division, and that it is a valuable substitute for 

colotomy in all bad cases of nori'mallgnani^ ulcerating stricture. 

Advayitages of Posterior Proctotomy, — 1. It permits of free 
drainage through the deep triangular incision. 2. Any hemor- 
rhage that might occur can be readily detected and arrested. 
3. It allows the free discharge of accumulated feces and imme- 
diately does away with all straining, pain, diarrhea, and 
tenesmus. 4. It admits of free irrigation and medication both 
above and below the stricture. 

It has been our practice to perform this operation after the 
following manner : With the patient in the lithotomy position, 
the limbs well flexed and held in position by means of Clover's 
crutch (sec Fig. 68), the anus and surrounding parts are 
cleansed, shaved, and the rectum irrigated. We then select a 
straight, probe-pointed bistoury of good length, which is placed 
fiat upon the finger and introduced within the anus and passed 
upward until the constriction is felt ; then the knife is thrust 
through it and made to pass backward to or near the sacrum. 
It is then withdrawn, cutting the stricture and all intervening 



t Mathews, Diseases of the Hcctum and Anus. Fii-st edition, p. 356. 
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tissues, including the sphincters, downward and outward to a 
point opposite to the coccyx, thus making a long and deep tri- 
angular cut. If on examination it is found that all the con- 
striction has not been severed, the operation is repeated. 

The rectum is then irrigated with a sublimate solution of 
1 to 5000, the incision packed with dry iodoform gauze, and 
the patient placed in bed, to have one-fourth grain of morphine 
hypodermatically at bed-time if suffering much pain. 

The after-treatment consists in daily flushings of the rectum 
with any good antiseptic or medicated solution. The dressing 
is completed by the insertion of dry gauze in the wound to pre- 
vent its healing too quickly and to assist drainage. When granu- 
lations become sluggish, the api)lication of silver nitrate or the 
balsam of Peru will prove serviceable. It is necessary to pass 
a good-sized bougie from time to time to prevent too much con- 
traction. The following case will illustrate the ordinary history 
of a stricture treated by posterior proctotomy : — 

Case XIX. — Stricture of tue Rectum. 

Male, aged 40 ; father of a large family ; history of syphilis ; had 
no bad habits except inveterate smoking. Several months previous to 
the time he came under my care he was troubled with constipation, but 
could obtain relief after large doses of castor-oil and Epsom salts. Later, 
the constipation became worse and the fecal discharges mixed with pus, 
blood, and mucus. He had frequent pains in pelvis, up the back, and 
down the limbs, and his complexion was mudd}'. He became ill-tempered 
and despondent. The strongest purgatives failed to give relief, except 
when assisted by copious injections of water and glycerin, and when 
tlie motion did come it was ribbon-like and never of natural formntion. 
At this time the constipation began to alternate with diarrhea, and 
nothing could pass the constriction unless it was fluid or semisolid. 
The patient spent a large part of his time in the closet straining, never 
getting any satisfaction, always feeling that the bowel had not been com- 
pletely emptied. He went from one physician to another, each treating 
for chronic diarrhea. He was treated for six months by electricity with- 
oiit the slightest benefit, the symptoms in the meantime becoming more 
and more exaggerated until immediate obstruction was threatened. 
Then the family physician was called ; he made a digital examination 
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and discovered a stricture, two and a half inches (6.4 centimetres) above 
the anus, which was so tight that the smallest-sized rectal bougie could 
not be passed through it. I was tiien called in to make an examination. 
By palpation I found that the sigmoid and the descending colon were 
filled with impacted feces. It was decided to do the operation now under 
discussion and a proctotomy knife was passed through the constriction 
and then backward until its point came into contact with the bony struct- 
ures, downward and outward to the tip of the coccyx, including the 
sphincters. All ulcers, both above and below the stricture, were curetted 
and a silver solution applied. The after-treatment was carried out as 
previously described. Two weeks from the time the operation was per- 
formed the patient left the hospital and came to my otHce twice a week 
to have the bougie passed. At the end of the sixth week he went on tbe 
road as a commercial traveler, armed w^ith a No. 12 Wales bousrie, 
which he passes from time to time. One 3'ear from the time I first saw 
him, he told me that he had practically no further trouble. It is my 
desire to record this case on account of the marked benefit derived from 
the operation. At tlie same time, it is with regret that I am forced to 
state that in a very large percentage of the cases of stricture treated by 
this or other methods short of colotomy such good results cannot be 
obtained, but tiiat the operation of posterior proctotomy will always 
afford as much immediate relief as any other. 

Excision, — Excision is more frequently practiced as a 
secondary operation after colotomy has been performed for 
malignant stricture than for benign stricture of the rectum. 
We have, in two cases of stricture, removed that portion of the 
rectum involved and brought tlie remaining portion down and 
stitched it to the skin. In the first case the resnlt was perfect; 
but, in the second, union of the skin and mucous membrane 
failed to take place, leaving a circular band of ulceration that 
required months to heal, and, when it did heal, considerable 
constriction followed and tlie patient was in almost as bad a 
condition as when he came to us for treatment. From this time 
on we shall not attempt the cure of a simple stricture by ex- 
cision, for the reason that, in linear or posterior proctotomy, we 
have an operation that will give just as mu(^i relief and the 
danger is less. 

Colotomy. — That colotomy is the best of all operations yet 
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''^imediH* relief ol" a bad stricture, benign or 
(^ It lias been our good fortune, in 
J see patients wlio were almost dead 
froui . , iS a result of the incessant diarrhea, tenesmus, 

and pain, restored to comparatively good health and usefulness 
in a short time after a colotomy had been made. After 
colotomy has been performed any impacted feces in the colon, 
sigmoid, and upper part of the rectum can be dissolved and 
brought away by copious injections of water, oil, and Castile 
soap. After this all the feces pass out at the artificial opening, 
leaving the rectum free and clean. Any ulceration present can 
be made to heal by medicated solutions passed through the 
rectum and out at the opening in the groin. The benefit of 
this at once becomes obvious. In case the ulceration and 
stricture are cured the opening in the groin can be closed. The 
surgeon will mrely be called upon to do this, from the fact that 
patients do not wish to take any chances of having to go through 
their former suflfering. Most of them wear a truss similar to 
that worn for hernia, and go about their ordinary duties and 
say that the artificial anus causes them very little annoyance. 
The manner of performing colotomy will be discussed by Mr. 
Allingham in another chapter. 

ILLUSTRATIVE CASES. 

Case XX. — Stricture of the Rectum, with Almost Complete 

Obstruction. 

Mrs. A. W.18 referred to me by Dr. B. to be treated for stricture of 
the rectum. She gave the following history : Siiid she was 30 years old 
and that her famil}' history was good. I could get no positive evidence 
that she had syphilis, though I sus])ect that her husband is heing treated 
at present for this disease. She first noticed that there was somethin 
the matter with the rectum two years before I saw her ; at this time s o 
had a hemorrhage from the rectum following an attack of constipation. 
After this the constipation became worse; the feces were not of natural 
formation, but always small and nodular or soft and ribbon-like, and 
were expelled with difficulty after much pain and straining. Later the 
constipation gave way to diarrhea, forcing her to spend the major portion 
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of her time iu the closet endeavoring to empty the bowel. Tlie liquid 
portion of the feces was readily discharged and the solid portion seemed 
to remain. The contents, when expelled, were streaked with blood or 
pus, and when she left the closet the bowel felt as if it had not been 
completely emptied. In brief, she had all the symptoms that usually 
accompany a stricture of the rectum. 

Examination, — On making a digital examination I detected a 
stricture two and one-half inches (6.4 centimetres) above the anus, the 
edges of which were ulcerated and the whole rectum was saturated with 
a foul 'discharge. The constriction was so tight that a No. 4 Wales 
bougie would not pass it. I warned her of the danger of obstruction, it 
now being six weeks since she liad passed any solid feces, the colon and 
sigmoid being packed with them. Colotomy was adviseil ; she declined ; 
and instead 1 performed linear proctotomy^ but told her the relief would 
be only temporary. For three months she did well, but at the end of 
one year she came back and said she was willing to have the other oi)er- 
ation performed if it would give her permanent relief from the pain and 
straining. 

Operation. — An incision was made, one and one-half inches (3.8 
centimetres) long, a little nbove and two inches (5 centimetres) to the 
inner side of the anterior spine of the ilium ; the peritoneum was opened 
and stitched to the skin. The descending colon was located without 
difficulty and brought outside. The mesentery being long, it was thought 
best to remove a considerable portion of the colon as a preventive to a 
prolapse. Accordingly, the gut was pulled up from l>elow until it was 
taut, and the same way from above. This left about eight inches (2 deci- 
metres) on the outside. A supportive stitch was then passed through 
the mesentery near the gut on one side of the loop, and the same wa}' on 
the other, thus including all tbe mesentery ; it was then passed l)ack 
through the skin of the same side and tied. The two portions of the 
gut forming a loop were thus brought in contact. This insured a good 
spur. Several interrupted sutures were taken to fasten the loop of the 
intestine to the abdominal wall. The dressinjj consisted in coverini: the 
gut and abdomen with oil-silk smeared over with vaselin, covered with 
iodoform gauze and cotton ; over these a snug bandage was applied and 
the patient put to bed. She came out of the anesthetic nicely in half an 
hour and was sufferinjjc very little. I did not see her again until 11 
o'clock at night, — some eight hours after the operation. The nurse 
informed me that she had been vomitinir, but otherwise she had been 
very comfortable. I make it a rule in all colotomy eases to remove the 
bandage every time 1 aee the patient, to be certain all is well. When I 
did so in this case I found the abdomen covered with coils of the small 
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inteetinee — several feet iii all — that liud slipped out besiile the colon. 
wLere a stitch had given way, Tbey were still worm, for the reason that 
the oil-silk had retained the heat. I immediately bathed them with car- 
bolized water, replaced them, and packed the opening with ganzc to 
prevent a recurrence of the prolapse. The next morning tier pulse and 
tempemtuve were normal and continued so nntil sUe was diacliarged. 
The first two days she suffered some from gas, but received immediate 
relief on the third day, when that portion of the colon outside was I'e- 
moved. (See Fig. 57.) From this time on her recovery w;is uninter- 
rupted, but was delayed somewhat on account of the retraction of the 
gut. At this time — one year since tiie operation — she is perfectly com- 
fortable, her bowel acts once a day, and the ulceration, which i» much 
improved, is being treated by irrigation and local applications botli from 
above and below. I report the case to call attention to the importance 




Fig. 57.— 'Appearance al Gut Before Remond. 



of removing the bandage frequently to see that none of the intestines 
protrude, for there is no doubt in my mind but that 1 saved this patient's 
life by taking this precaution. Tlic accompanying illustrations will show 
the appearauce of the gut before it was excised and of the artificial anus 
at the present time. (See Fig. 58.) The lower opening is almost closed 
and the upper very much reduced in size, due to vicious cicatrization 
that 80 often follows operations on negroes. 

Case XXI. — Stricture of the Rectum. 
Mr. S. W. came to me sufTering from the usual symptoms of stricture 
of the rectum,— diarrhea, straining at stool, reflected pains, etc. Digital 
examination revealed the presence of a well-marked stricture that seemed 
to be of a cicatricial nature, two inches (5 centimetres) above the anus. 
It was BO tight that I could uot get tlie end of my index finger through 
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it; iiuiiiediiLtely bulow llie cou^ttriutioii tlie rccliiiD wus rngged and iodu- 
riited from ulceration. 

Treatment It was Lliuiiglit bust te do a posterior iiroototomy. Tlie 

l>atieut was auestlivtized and [ilnced iu the litbotomy position, and the 
ruutum irrigated. A |>robe-)>ointeil bistoury v&e selected and guided to 
tlie strictiired point hy tlie liiiger, niid then [lassed up until well aliovui 
then backward and duHnv\ard as previously mentioned. Tliis left a deep, 
triungular wound tliat would readily iidniit tlie Land. The incision was 
followeil by a gnsli of blood, which continued to llow freely nntil the 
ulcerated spots had been curetted and the rectum tightly packed with 
iodoloim gauze and cotton and supported by a T- band age. The after- 
treatment consisted in daily irrigatious with a bichloride solution, after 




which the wound was loosely packed with the gauze. Every otiier day 
a No. li Wales bougie was pnssed to prevent contractions taking 
place to an undesirable degree. From the end of the first week after the 
operation he had no pain and all of the local symptoms bad disappeared. 
At the end of a mouth he left the hospital, could retain feces, and 
had only one wcll-fornied motion daily. He was warned that if he did 
not pass the bougie regularly another operation would be required. 

Case XXII. — Stricture dvf, to Fibrous Band. 
MisB L., with the usual syniptoins, was referred to me by a neigh- 
borini; phj'siciau to lie tri'ated for stricture. I deteeted the constriction 
one and a half inches (3.8 centimetres) up the bowel. The tatter seeiued 
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normal in other respects. The constriction had not been produced as a 
result of ulceration as in the previous cases, but was due to a baud which 
appeared to be made up of fibrous tissues about half an inch (1.3 centi- 
metres) thick. 

Treatment — I thought this a suitable case for gradual dilatation, 
for the young lady was in no hurry and preferred this method to a more 
nidicai one. She was instructed to call at my oflice every other day. 
On the first day a No. 6 Wales bougie was passed with some little 
difficulty ; at the end of the first week a No. 8 could be passed ; at the 
end of the third week a No. 10 ; by this time she was much relieved and 
was having only one action daily, and that with very little inconvenience. 
Six weeks from the time the treatment was started I could easily pass a 
No. 12, the largest size, without causing acute pain. Ail pain ceased and 
she felt perfectly well. She was discharged witli instructions to call at 
the oflSce and have the bougies passed if she noticed any tendency to 
constriction. 



CHAPTER XVI. 

HISTOLOGY, ETIOLOGY, DIFFERENTIAL DIAGNOSIS, AND 

PROGNOSIS OF HEMORRHOIDS. 

We believe, with Bodenhamer, that there is no disease 
witliiu the whole range of medical literature which has a more 
ancient history, which claims a hoarier antiquity, and a more 
conspicuous sacredness tlian hemorrhoids. Frequent reference 
is made to them in the Bible. The first recorded mention is in 
the first book of Moses, where lie threatens his people for dis- 
obedience. The twenty-eightli chapter of Deuteronomy, twenty- 
seventh verse, expresses the following curse : " The Lord will 
smite thee with the botch of Egypt and with the emerods." In 
the ninth verse of the fifth chapter of I Samuel we shall find 
that the men of Ashdod, Gath, and Ekron were afflicted with a 
plague : " They had emerods in their secret parts." Psalm 
Ixxviii reads : " And he smote his enemies in the hinder parts." 
The term hemorrhoids, as described by the Greeks, litemlly 
means a flow of blood, and was coined by them to denominate 
a hemorrhage coming from the veins of the rectal portion of 
the large intestine. Galen interpreted the term hemorrhoids to 
mean a passive and not an active hemorrhage. Some authors 
define hemorrhoids as being vascular swellings situated near 
the anal termination of the rectum. Others use the term to 
designate peculiar tumors of the rectum and anus, whether 
accompanied by hemorrhage or not. At the present day all 
agree that the term docs not convey a correct idea either of the 
seat, nature, or cause of the disease. Yet, for ages past the 
term hemorrhoids has been understood as pertaining to certain 
diseases about the rectum and anus; hence, the term should 
not be discarded altogether, though it may be scientifically 
inexpressive of the disease under consideration. Before pro- 
ceeding farther we desire to mention the remedy employed to 
(180) 
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relieve those afflicted with hemonhoids in Biblical times. It 
seems that the Philistines souglit their priests and asked them 
what they must do to obtain relief. They were instructed by 
the priests to prepare five golden images of the emerods (hemor- 
rhoids), " which mar tlie land," place tliem in the ark of tlie 
Lord and return the same as a tresspass offering to the Israelites 
from whom they had taken it. This they did and were accord- 
ingly healed (I Samuel, sixth chapter). It seems that none 
were exempt, old, young, rich, or poor. The same might be 
said of the hemorrhoids at the present day. This malady will 
in all probability be handed down to succeeding generations, if 
they are subject to the same natural laws, for in all ages tlie 
same causes produce the same effects. 

Among the number of diseases to which we are liable 
there are none more common, few so tedious and annoying or 
more acutely painful, than hemorrhoids, or piles. The disease 
is so prevalent in this country that, until it attains an aggra- 
vated condition, persons do not deem it of sufficient importance 
to consult their medical advisers; they are content either to use 
the nostrums of some reputed quack or such local applications 
as are recommended by a neighbor who has been relieved. 
Others defer seeking medical aid from the fact that they are 
ashamed to submit to an examination ; and still otliers do so 
laboring under the belief that the disease is incurable. 

Classification. 

For hundreds of years past hemorrhoids have been broadly 
divided into two varieties : — 

1. Extenml. 2. Internal. 

• 

This classification is based on pathological facts. Piles are 
called external when tlie skin alone is involved and the tumor 
is external to the external sphincter muscle, while the internal 
commence in and are covered by the mucous membrane. It 
often happens, in long-standing cases, that internal piles protrude 
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outside the anus, yet, when tliey are returned into the bowel, 

they will remain for a short time, at least ; but the extenial 

cannot be pushed up into the bowel. Should only a portion be 

returned while the other remained on the outside, it might 

properly be termed a comhinatian pile ; but it should be treated 

like the internal variety. It is very important that a coiTect 

diagnosis be made, for the treatment suitable for the one is 

contra-indicated in the other. The difference in color is well 

marked ; the external has a purple tint and an irregular surface, 

while the internal has a smooth, shining surface, either red or 

claret colored. 

Etiology. 

When we enter into the study of the causation of this 
disease we at once find ourselves confronted with an almost 
unlimited number, which have been mentioned from time to 
time. It at once becomes apparent that neither sex nor station 
in life is a bar against its ravages ; the weak and strong are 
equally subject to it. It then behooves us to search for one 
common cause that is likely to produce the same condition 
under the varying circumstances and conditions of life. The 
prevailing opinion would indicate the cause to be an anatomical 
one. This we are inclined to believe is correct. Yet we are 
free to say that we are not exactly positive as to just what this 
cause is. We are inclined to the belief that there is more than 
one factor entering into it. The erect position man occupies 
may, from gravity alone, be conducive to piles, for, as Van 
Buren very correctly says, " There is no disease among quadru- 
p(»ds which might be likened unto them." It certainly looks 
plausible that the erect posture might, at least, be a factor in 
the production of this common disorder. Again, the rectum is 
abundantly supplied with veins which enter into the formation 
of the hemorrhoidal plexus. A portion of this blood is returned 
through the internal iliac to the inferior cava, the rest by way 
of the inferior mesenteric to the liver; and these veins, like 
others of the portal system, have no valves. The branches of 
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the superior hemorrhoidal veins in their journey upward pass 
through little slits in the muscular wall, and therein, Verneuil 
claims, is to be found the cause of this disease. He believes 
that the dilatation is due to the obstruction of the calibre of the 
veins from the muscle's contracting on them as they pass through 
it. While this anatomical fact undoubtedly tends to dilatation 
under certain conditions, it does not seem to us to be sufficient, 
of itself, to account for the enlargement of tlie veins in all cases. 
We know that the rectal and anal plexuses have no valves, and, 
further, that when a patient afflicted with prolapsed piles is 
requested to strain down, the piles at once become engorged 
with venous blood as a direct result of the pressure of the 
abdominal muscles. It is not at all unreasonable, then, to 
suppose that the pressure from the above muscles on the blood- 
column or the pressure from a pregnant uterus or some patho- 
logical growth might be productive of hemorrhoids by interfer- 
ing with venous circulation. We will now mention some of 
the more common causes of this disease — such as morbid 
growths of liver, spleen, uterus, ovaries, and prostate — which 
cause venous obstruction. Again, we have other causes — as 
constipation, stone in the bladder, urethral obstruction, and 
purgatives — which are conducive to piles from the intense 
straining which they induce. Congestion of the liver, obstruct- 
ive diseases of the heart, improper diet, and irregular habits, as 
well as inherited predisposition, may all be said to be productive 
of this very common and annoying disease. Nearly all railway 
employes have this disease, as a result of irregularities in living 
combined with the irregular jarring motion of the train.* 

Differential Diagnosis. 

Hemorrhoids have at different times been mistaken for a 
number of other rectal disorders. The following are tlie diseases 
which resemble hemorrhoids most : — 



• See chapter on *' Railroading a« an Etiological Factor in Ucct^nl Diseases." 
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1. Polypi. 4. Venereal warts. 

2. Yillous tnmors. 5. Prolapsus. 

3. Malignant growths. 6. Pruritus ani. 

7. Hemorrhages. 

Polypi can be diagnosticated from hemorrhoids by their 
soft, smooth, elastic feel, pyriform shape, and long, slender 
pedicle. 

Villous tumors are known by their broad base, slow 
growth, spongy feel, dark-red color, and frequent hemorrhages. 

Malignant growths in the early stage present a number 
of hard nodules on the side of the rectal wall ; at a later date 
they become larger and break down, after which the diagnosis 
is made without difficulty. 

Venereal warts can be distinguished by their large number 
and circumscribed location. They are soft, pedunculated, fra- 
gile, bifurcated, of a dark-red color, and give off a very disagree- 
able odor. 

Prolapsus involves the entire circumference of the bowel, 
while piles are distinct, localized tumors, situated on the side 
of the bowel. The prolapsed tumor is cone-sha{)ed, with a slit 
in the centre, and has a velvet-like appearance. 

Prurittcs ani is frequently called itching piles. Tiiere is 
no pathological reason for this, since there is an absence of both 
tnmors and hemorrhage^ while the itching is caused, in a large 
percentage of cases, from some irritating discharge from the 
rectum, thread-worms, and neuroses or eczema of the skin. 

Hemorrhages of all kinds, coming from tlie rectum, are 
usually attributed to bleeding piles. In many such cases we 
have demonstrated to the class the entire absence of piles ; the 
bleeding is due to ulceration, injury, fissure, etc. 

Prognosis. 

The prognosis will prove unsatisfactory in many cases 
where topical applications are relied on exclusively. On the 
other hand, when piles arc properly and radically dealt with, 
the results will be surprisingly gratifying in almost every case. 



CHAPTER XVIL 

EXTERNAL IIEMORIIIIOIDS. 

These are tumors wliicli appear on the outside and just 
below the anal margin ; they are always covered by integument. 
They are so common that few persons arrive at middle age 
without having suffered from them. Nearly all swellings aj)- 
pearing about the anal margin are designated by this term. 
This disease is no respecter of persons ; it attacks alike the 
robust, the weak, the rich, the poor, the old, the young, the 
active, and the inactive. External hemorrhoids are divided into 
two classes : — 

1. Thrombotic. 2. Cutaneous. 

Thrombotic. 

Thrombotic or venous piles consist of elevations of the 
skin near the anal margin, oval in form and of a livid color, or 
slightly tinged with blue (see Plate XII), filled with a hard clot 
of blood inclosed in a sac. The amount of pain depends upon 
the inflammation. When the latter is slight no inconvenience 
will be felt other than a sense of heat and fullness. On the 
other liand, if the veins <and surrounding tissues become 
actively inflamed., the pain will be very severe and will con- 
tinue so until the clot is turned out or suppuration takes place. 
These tumors form quickly, and usually present themselves 
during the act of defecation following an attack of consti- 
])ation necessitating great straining. They have the appearance 
and feeling similar to that of a huUet beneath the skin, and 
they are usually single, though we have frequently seen two, 
three, and as many as six present at one time. They occur as 
the result of excessive eating, irregular habits, and anything 
that is conducive to constipation. 

(185) 
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SYMPTOMS. 

There is usually a sense of fullness and heat, throbbing 
pain, tight sphincter, with irresistible tendency to strain, and 
sometimes an itching sensation. When inflammation is present 
to any degree, the patient will be uncomfortable in any position 
he may assume. He may also have a slight elevation of tem- 
perature, which makes him restless and entirely unfit for business. 

Cutaneous (Hypertrophied Skin). 

This variety consists of hypertrophied prolongations of the 
skin. Cutaneous piles arc frequently a result of the other 
variety, a fold of skin being left after the clot has been out^ 
turned or absorbed. They may be single or multiple, but usually 
retain the natural color of the skin, which has become thickened. 
They are much aggravated by improper diet, irregular habits, 
and un cleanliness. 

symptoms. 

Unless they become irritated or inflamed they will cause 
little inconvenience ; and, in fact, some persons go all through 
life with them and suffer very little by taking proper care of 
themselves. When people neglect to take care of themselves, 
the piles frequently become acutely inflamed and cause much 
pain and annoyance until they are removed. In mjiny cases 
we have observed the pain reflected to neighboring organs and 
down the legs to the feet, producing some very interesting reflex 
phenomena that might be mistaken for the disease of a neigh- 
boring organ. 

Treatment of External Hemorrhoids. 

The treatment of external piles is simple and the results 
are favorable. It should be both imJJiative and operative. 
The latter is always to be preferred unless the patient refuses to 
Huhmit to a trivial operation. Tn such a case much relief is 
to be had from the use of certain palliative measures presently 
to be discussed. 
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Palliative. — In all cases the attention should be paid to the 
diet and errors corrected in the same. Highly-seasoned food 
and stimulants, such as tobacco, whisky, wines, and beer 
should be discouraged, and a simple diet substituted. The 
bowels should be kept open by the use of Vichy, Hunyadi, 
Freidrichshall, or some other reputable mineral water. If there 
are symptoms of a congested liver, a few calomel parvules, one- 
tenth of a grain, or the blue pill properly administered will 
prove beneficial. Frequent hot baths should be taken, and the 
anus washed with Castile soap and water. If the' pile belong 
to the first variety, containing a hard clot, frequent applications 
of an ointment composed of 

B Morphinae sulphatis, .... gr. iij (0.195 gramme); 
Ilydrargyri chloridi mite, . . . gr. xij ( 0.78 gramme ) ; 
Vaselini, gj (31.00 grammes) ; 

will soothe the parts and reduce the inflammation. The old- 
time lead-and-opium wasli, either hot or cold, applied constantly, 
will afford great relief. We use it in the following proportions : — 

B Liquoris plumbi subacctatis, .... 3iv ( 15 c.cm.) ; 

Tincture opii Siiss ( 10 c.cm); 

Aqiiaj dest., q. s. ad giv (120 c.cm.). — M. 

The lead solution mixed witli the sugar of milk forms a 
very soothing application. Hot poultices of any kind, if applied 
constantly, will prove valuable in relieving pain and reducing 
inflammation when present in either variety of external piles. 

Operative. — In the thrombotic variety the tumors should 
each be incised, the clot turaed out, and some escharotic applied 
to the inside of the pile to insure the closing of any rent in th(^ 
vein. The patient should then be placed in bed to remain there 
for several hours to prevent the tumors' filling up again. We 
use a sharp-pointed bistoury to make the incision, and often 
apply the Paquelin cautery to the rent in the vessel. This treat- 
ment has always proved satisfactory in our hands. The incision 
should be kept open by the insertion of a small pledget of cotton. 
The surgical treatment of the cxUaneons variety diffiMS some- 
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what from the one just referred to, in that the tumor is seized 
with a pair of catcli-tooth forceps and then snipped off with a 
pair of curved scissors, care being exercised not to remove any 
more of the skin than is absohitc^y necessary, lest too much 
contraction follow the operation. When there is considerable 
space left between the edge of the skin and the mucous mem- 
brane, it is best to unite them by catgut sutures. If the sphinc- 
ter lias been previously thoroughly divulsed, little pain will 
follow the operation. When there is only one tumor and that 
small, it can be removed with comparatively little pain after an 
injection into it of a 6-per-cent. solution of cocaine. It does 
not make any difference to us, from an operative point, whether 
the pile is inflamed or not, for we always operate on all piles 
just as soon as we obtain the patient's consent. We do not 
believe in palViative measures except when we are not allowed 
to operate. Cases of stricture from operations for external 
hemorrhoids have been reported, but we have never had but 
one follow an operation that we are aware of We beg once 
more to caution the reader not to remove the entire tumors 
when swollen. When a large raw surface is left after the 
removal of swollen tumors, the pain will be severe, healing 
may be delayed, and possibly stricture may follow. 

ILLUSTRATIVE CASES. 

Case XXIII. — External Hemorrhoids (Thrombotic Variety). 

A gentleman called at m^^ office early one morning and asked me 
to call to see Dr. J., who was suffering from an attack of piles. I re- 
sponded promptly, and found the doctor in bed, groaning and rolling 
from one side of the bed to the other. On inquiring what was the matter, 
he said his piles were down and strangulated. 1 requested him to get 
into the Sims position and proceeded with the examination, which 
revealed the presence of two thrombotic piles closely hugging the anus 
at the mnco-cutaneous jimction. They were round, hard, dark-blue in 
color, and felt and looked like two bullets beneath the skin, around which 
the sphincter was tightly contracted. I informed him that the quickest 
wav to cret relief was to have them transfixed with a knife and the clot 
turned out. He said he was willing to do anj^thing to get relief. A 
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solution of cocaine (6 per cent.) was applied to the tumors for live 
minutes to deaden the pain ; tlien,with a sharp-pointed, curved bistoury, 
I slit each in turn and scraped the clot out with a snnill curette, causing 
him very little pain. The relief was so great that he dozed olf to sleep 
within fifteen minutes after the operation was completed. The edges of 
the incision were kept apart by a piece of gauze inserted into the pile to 
act as drainage and to prevent its refilling. The next morning he was 
able to make his calls with comfort, and never had a relapse. 

Case XXIV. — External Hemorrhoids (Thrombotic Variety). 

Dr. S. called at my oflQce to be examined for rectal disease. He 
complained or very considerable pain, spasm of the sphincter, and sen- 
sations of heat and fullness about the anal margin. He first noticed that 
there was something wrong immediately after he had an action, some 
hours before. Examination revealed a large, hard, bluish-looking tumor 
at the anal margin. A diagnosis of thrombotic pile was made, the tumor 
incised and the clot turned out. I suggested that it would be best for 
him to rest quietly in bed for the remainder of the day, but he replied 
that urgent business demanded his attention and he would be unable to 
do so. The next morning I was not much surprised when the doctor 
walked into the oflSce and remarked that the pile had refilled and was as 
painful as before. He was again placed on the table and the pile incised 
as before, and a small pledget of cotton left in the incision. He imme- 
diately returned to his residence, where he remained quiet for several 
hours, when he resumed his usual duties and had no further trouble. 

Case XXV. — Hemorrhoids (Cutaneous Variety). 

I was called in consultation to see Mr. W. C, who wns suffering 
from piles and gave the following history : Age 42 ; fireman ; had always 
been perfectly healthy until his present illness, except that he was badly 
constipated and always had to take a cathartic to move his bowels. He 
was irregular in his habits and drank quite freely of alcoholic stimulants. 
He first noticed that he had piles a week l)efore he came to me. He com- 
plained of pain, heat, and swelling about the anus, and said that for two 
nights he had been unable to sleep on account of the anus's jerking. He 
was extremely nervous and his face was pinched in evidence of his suf- 
fering. The pain was of a drawing, burning character. I placed him on 
a lounge in a good light, and, on separating the buttocks, two very large, 
external, cutaneous piles presented themselves. They were very sensitive, 
red, and acutely inflamed. He was informed that an operation was the 
quickest and most satisfactory way to get rid of them. He objected to 
having it done, and said that time was no object. The first thing I did 
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was to order a saline cathartic to be given every morning to insure a free 
action. Hot llaxseed-poultices moistened with laudanum were applied 
to the tumors, with instructions for them to be made fresh every half- 
hour, for a cold poultice does more harm than good. Within an hour he 
was fairly comfortable. During the night he awoke a number of times 
when the sphincters would contract, but soon went to sleep again. On 
the following morning the tumors were less sensitive and very much 
reduced in size, and he wanted to sit up. He was requested to remain 
(juiet in bed, and the poultices were continued for twenty -four hours, when 
they were discarded and the ice-bag substituted. On the fouith day from 
the time treatment was instituted the tumors had all shriveled up and 
were nothing more than hypertrophicd folds of skin, which could be 
handled without causing any pain, and he resumed his daily avocation. 

Case XXVI. — External Hemorrhoids Complicated with Fissure. 

A friend of mine called at the office and asked me to drive out w^ith 
him to see his wife, who was suffering from some rectal trouble. When 
we entered the room she was lying on the bed, apparently perfectl}' com- 
fortable, when she proceeded to give me a history of her case. She was 
32 years old, of a nervous temperament; none of her family had ever 
died of tuberculosis, and her health had always l)een good, barring 
habitual constipation, which sometimes caused her to feel dizzy and have 
sick-headache. She had never sutfered from any rectal trouble until her 
present attack, which she dated back to the previous week. At this 
time her bowels moved and the feces were large, hard, and nodular, and 
much straining was indulged in before she was able to discharge them. 
When she did, she felt a sharp, shooting pain, which remained several 
hours in the region of the coccyx. Ever since then there had been sen- 
sations of heat and fullness about the rectum, with now and then sharp, 
drawing, jerkint> pains. During the last two days she could feel lumps 
at the side of the anus which were exceedingly painful when touched, 
and caused her much pain unless the limbs were flexed and a pillow kept 
between them. On making an examination I found several cutaneous 
tags, one of them swollen, red, and very sensitive. On separating the 
anal marixins I discovered an irritable fissure almost concealed within a 
fold of the inllanied pile. I at once advised excision of the tumors ; she 
gave her consent, and I telephoned my assistant to bring my instruments 
and ether spray. lie came promptly, and the spray was made to play 
upon all the tumors until local anesthesia was produced. Each tumor, 
in turn, was seized with catch-forceps, drawn down, and cut off with 
curvetl scissors ; the sphincters were then gradually dilated with bougies 
and that portion of the fissure remaining within the anus touched with 
the nitrate of silver. In one week the patient was perfectly well. 
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CHAPTER XVIIl. 

INTERNAL llEMOKRHOIDS. 

Internal liemorrlioids are developed, in mtiiiy respects, 

like the external variety, and the causes which produce the one 

may also produce the other. Tlieir ai^pearanccs are similar in 

many respects, but differ somewhat in color. The internal 

hemorrhoid is covered by the mucous membrane, and has a 

bright-red color, while the external is covered by integument. 

Internal piles are more serious than the others, from frequent 

hemorrhage. In old-standing cases they remain outside the 

anus nearly all the time and frequently become ulcerated, wliich 

causes the patient much pain and annoyance. It is not an 

uncommon thing to see both external and internal piles present 

at the same time, thus necessitating a combination operation to 

insure a good result. The internal variety is due to certiiin 

changes which take place in the blood-vessels in and beneath 

the mucous membrane. 

Symptoms. 

Some persons have internal piles for years and suffer little 
annoyance from them, while others suffer greatly from the first. 
We have frequently seen strong men and women become emaci- 
ated and nervous from an apparently simple cause, — so much so 
that they were totally unable to attend to their ordinary duties. 
We doubt if there is any other disease whicli causes more 
mental or reflex disturbances than the one under consideration. 
The most prominent symptom of this variety of piles is the 
bleeding^ and from this fact tliey are frequently denominated 
^^hleeding pilea.^^ The bleeding is usually preceded by the pro- 
trusion of the tumors during the act of defecation, and may be 
slight or profuse. Sometimes these sufferers bleed until they 
faint and fall over in the closet. When the piles are not 
inflamed, the only inconveni(*nce will be a sensation of heat and 

(191) 
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fullness; but when the tumors become swollen or strangulated 
and the inflammation becomes active, the sphincter will alter- 
nately contract and relax on them, thus producing the most 
excruciating pain, which lasts until they slough off, have been 
operated on, or are relieved by palliative remedies. In old- 
standing cases the walls of the piles become tough and byper- 
trophied. We believe that the bleeding, in the vast majority 
of cases, is of a venous character, though many high in authority 
differ on this point. 

Cripps* believes the spurting, in cases which appear to be 
arterial, is due to the blood's being forced as a regurgitant 
stream through a rupture in the vein by the powerful abdom- 
inal muscles, and we think he is correct in his theory, yet in 
some instances we have witnessed hemorrhages wherein the blood 
presented every appearance similar to that from an arterial twig. 
In olden times the surgeon was afraid to arrest these hemorrhages 
for fear that some internal disease would be developed, such as 
consumption or dropsy. Happily for patients, this 8xiperstiti<m 
has almost disap[)cared. We believe that the bleeding does 
not seriously impair the health of certain plethoric individuals, 
yet the annoyance is so great that, even in such cases, we have 
never failed to see a marked improvement in their general 
health after the bleeding had been arrested; while in those 
who had become anemic the improvement was very marked 
and rapid. 

Internal hemorrhoids may be divided into two classes, viz. : — 

1. Capilliiry (Nevoid). 2. Venous. 

Capillar I/, — The capillary tumors are smaller than the 
venous, spongy in texture, are formed by the sitperjicial vessels 
of the mucous membrane, and resemble strawberries. They 
may appear alone or be present with the venous variety. They 
rarely protrude and scarcely ever give pain, but always bleed 
profusely. 

• Diseases of the Rectum and Anus, p. 70. 
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PLATE XW-PROTRODED HEMORRHOIDS WITH PROLAPSED 
MUCOUS MEMBRANE 
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Venoite. — This variety is of more frequent occurrence than 
the capillary ; tlie tumoi-s are large and vary in size iVom one- 
half to one inch (1.3 to 2.54 centimetres) across their buses, are 




covered by mucous membrane, have a glistening appearance, 
are of a bluish or livid color, and arc formed as a result of a 
dilatation of the veins in the submucous tissue. (See Plates 
XIII and XIV.) 



CHAPTER XIX. 

TREATMENT OF INTERNAL HEMORRHOIDS. 

Their treatment will be considered under two headings, 

viz.: — 

1. Palliative. 2. Surgical. 

Palliative. 

By certain palliative measures we have rendered many 
patients comfortable and, in a few cases, reduced the piles 
altogether. When the piles are small and cause but little 
suffering the treatment is simple. In the first place, errors 
in diet and habits of Uving should be corrected. We have 




Fig. 60.— Hemorrhoidal Truss. 

often seen an acute attack of piles brought on by a prolonged 
spree. When the piles arc protruded and inflamed the patient 
should take the recumbent position and keep perfectly quiet, 
and soothing or astrinj^ont lotions and ointments should be 
applied constantly. When these fail relief can often be had 
from poultices made of flaxseed, corn-meal, and onions. The 
symptoms of a congested liver should be counteracted at once. 
When tlie tumors are not large and are not strangulated they 
can be made to contract by the application of pure nitric acid to 
tlieir bases. In fact, in a few instances we have witnessed some 
(194) 
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happy result from thia treatment. If the imtieiit must work he 
can get much comfort from a pile-supporter. (See Fig. 60.) 
The bowels should be kept in a relaxed condition at all times 
and the patient instructed to cultivate regular habits as to the 
time of going to the closet, etc. When the treatment just out- 
lined fails to relieve suffering, the sooner radical treatment is 
resorted to the quicker the patient will be well. 

In the palliative treatment of hemorrhoids there are two 
essential features: the first is to reduce the inflammation as 




Fig. 61.— Api>eanuice of CruBs-Sectlun of Internal Heniorrboids. 

quickly as possible, and the second is to reduce all protruded 
tumors at the very first opportunity. 

Surgical. 
In many cases the surgeon will not be consulted until the 
patient has an acute attack of piles, and then he will not be 
permitted to resort to operative procedures until all jmlliative 
measures have failed to give relief. We know that such 
measures do at times afford much relief, and, in a few cases, a 
cure. But a much longer time is required and the suffering is 
much greater than if an operation had been performed in the 
thinning. This behig the case, and there being no other 
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complications, we advise tliem to undergo the trivial operation 
necessary for a complete cure at once, regardless of any inflam- 
mation of the piles. The aid of surgery — sought in all ages for 
the cure of piles — has hrought much benefit to this class of 
sufferers. Many of the operations now in vogue were practiced 
by the ancients, — such as ligation, cauterization, crushing, etc., 
— with more or less success, but with much pain, for in those 
days anesthetics were not in use. When you have decided that 
an operation is necessary, select the one best suited to the case 
under consideration. We are free to say that we have no one 
operation that we adhere to, but always try to select the one 
best suited for the case under advisement. In turn we shall 
describe each of those most favored at the present day, but shall 
go into the details of such only as have recommended themselves 
to us as being suitable in a large number of cases. 

PREPARATION OF THE PATIENT FOR OPERATION. 

The general health of the patient should be looked into, 
and, if found to be below par, it should be corrected as much as 
possible. The urine should be carefully examined to detect the 
presence of any kidney complication. If the patient have 
malaria a few doses of quinine will prove beneficial ; and any 
condition that would tend to produce a relaxation or dilatation 
of the blood-vessels should be remedied as well. On the morn- 
ing preceding the operation two teaspoonfuls of compound 
licorice-powder is given to open up the bowels. One hour 
previous to the same the surrounding parts are cleansed, shaved 
if necessary, and the rectum thoroughly washed out with an 
injection of warm water and Castile soap. It is hardly worth 
mentioning that the patient has not been allowed to eat any 
food for several hours previous to this time. The following 
operations have been recommended by different writers from 
time to time, some of which have not met with much favor by 
American surgeons: — 

1. Application of chemical caustics. 
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2. By the Scraseur. 

3. Crushing. 

4. Dilatation. 

5. Cauterization (1) by puncture, (2) linear, (3) by gal- 
van o-cautery wire. 

6. Injection of caustic and astringent solutions. 

7. Whitehead's operation of excision. 

8. Ligature (Bodenhamer's modification). 

9. Ligature. 

10. Chimp and cautery. 

1 1. Submucous ligation (Rickets). 

APPLICATION OF CHEMICAL CAUSTICS. 

Such applications are not indicated in cases where the 
turriors are large and protruded, but in the small, flat, capillary 
vcty-i^tt/. The operation is simple and requires only a few 
^^QTnents; much dexterity is required, however, to prevent the^ 
soixnd tissues from being injured by the application. 

Many acids have been recommended for this purpose, but 
'^^tx-ic acid seems to outrank them all, though chromic and car- 
bolic acids have their respective adherents. We have seen a few 
^^sos where the hemorrhages were arrested permanently, while 
^^^ others they were arrested for a short period only. We well 
remember one ciise that came near bleeding to death when the 
^l^vigli came off*, as a result of acid applied. The neighboring 
P^x-ts should be protected by vaselin and all excess of the acid 
^exxtralized with soda, whicli may be applied to the exposed 
pile with a brush made of cotton twisted firmly on a tooth-pick 
^^ on a glass rod. Some prefer caustic paste. 

THE ECRASEUR. 

This instrument is liighly recommended by French writers. 

"^^SUsh and American surgeons, witli a few exceptions, con- 

^•^n it, for the reason tliat with either the wire or cliain vou 

^'^Hot remove, with any degree of accuracy, the desirable 
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amount of pile-tissue. Sometimes too little will be removed, 
making the operation a failure; at another time too much, 
causing constriction to a greater or less degree. Of recent years 
we have not used it, for the reason that we have better and 
simpler ways of curing piles. 




Fig. aa— Pollock'e Plle-CraBhcr. 



CRUSHING. 

While the operation of crushing piles is not extensively 
performed, especially in this country, it has some points that 
merit consideration. There is little danger from hemorrhage, and 
patients thus operated on require a shorter time for recovery and 
suffer less than from the ligiiture. The operation was introduced 
by Mr. George I'ollock, in 1880; and about 1885 AUingiiam, Jr., 




began advocating it, but substituted for the pincher-like crusher 
of Mr. Pollock (see Fig. 62), a screw crusher, which we have 
seen used by him at St. Mark's Hospital with satisfactory re- 
sults. (See Fig. 63.) The operation as performed by AUing- 
hnm consists in drawing the pile through the crusher, which is 
then tightened. The projecting portion is removed with the 
scissors, and after twenty-five seconds the crusher is removed. 
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He advises its use when the piles are small and few in number 
only. The operation is not likely to become popular in this 
country, for many of our surgeons would prefer the injection 
method, which is suited only for that class of cases where Mr. 
Allingham uses his crusher. Recently a New York surgeon 
has advocated crushing piles between the thumb and fore- 
finger. It seems to us that this metliod would only be of service 
when piles are in their incipiency^ and would be beneficial for a 
short time only. 

DILATATION. 

Thorough dilatation of the sphincter muscles for the cure 
of internal piles comes highly recommended to us by eminent 
French surgeons, such as Verneuil, Gosselin, Fontan, and many 
others. The operation is performed by inserting the two thumbs 
within the anus and by gentle and constant pressure, gradually 
overpowering the sphincter. (See Fig. 72.) At the same time 
care must be used to avoid tearing the mucous membrane or 
lacerating the muscles. We always use an anesthetic unless the 
patient absolutely refuses to take it. Dilatation can be effected 
by the use of rubber bougies, but the bougies cause more annoy- 
ance, require a longer time, and the results are not so good. 
The operation of dilatation has not proven satisfactory in our 
hands, except in cases where the tumors were small and the 
spliincters tight In such cases, as well as those complicated 
with an irritable ulcer or fissure that induces great suffering, 
we have always relieved patients by this simple procedure. 
Two days after the operation the sphincters are capable of acting, 
but the spasm is gone. The bowel acts freely, and the only 
indication of tlie operation's having been performed is a slight 
extravasation of blood about the anus. It never detains them 
from work more than three days. 

CAUTERIZATION. 

Cauterization may be used in one of three ways, viz. : — 
1. By pimcture (Mr. Reeves). 
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2. Linear. 

3. Galvano-cautery wire. 

Cauterization hy puncturing the piles was used by ancient 
surgeons and has been revived from time to time. Mr. Reeves, 
an eminent surgeon of London, has recently endeavored to 
popularize this operation, but has made a failure of it. Mr. 
AlHngham, Sr., tried it in three cases, and says that he made 
a failure in every one. Great pain, retarded recovery, and 
abscesses occurred in two, while the third was not cured. We 
have tried tliis operation in a number of cases, and our experi- 
ence has been such that we shall not attempt it again, for the 




Fig. 64.— Cautery IronB. 

reason that we have recourse to otlicr operations which are 
accompanied by fewer complications and much better results. 

Linear cauterizatimi was introduced in 1875 by Voillemeir. 
He applied the cautery to the mucous membrane within the 
anus, before, behind, to the right and left sides of the bowel, 
and not directly to the piles. The parts, as a rule, were much 
swollen for a few days, during whicli time water-dressings and 
poultices were appHed. The pain is quite severe for about four 
days, and tlie time for a cure never exceeds one month. The 
benefit derived is from the contraction, which is never enough 
to produce stricture. We liave tried this method and found it 
to be very unsatisfactory for ordinary piles, because of the 
amount of pain and delayed healing. We practice linear 
cauterization by applying it directly to every tumor after the 



TREATMENT OF INTERNAL HEMORBHOIDS. 



201 



sphincter has been thoroughly divulsed, which prevents after- 
pain. Our patients are never confined to bed after the second 
day, but are allowed to sit up in a comfortable chair, and at 
the end of the fifth day are discharged with instructions to 
return to the office twice a week, tiiat we may apply some 
stimulating application to any unhealed surface. This opera- 
tion is not suitable in long-standing cases where the tumors are 
large, numerous, and have hypertrophied walls, but will be 
found serviceable in cases where tliere are no distinct tumors, 
but a general dilatation of the veins on all sides of the bowel, 
with an inclination of the mucous membmne to protrude. 




Galvano-Cautery Wire. — The treatment of piles by this 
procedure has from time to time been revived for a short 
while and then condemned. We have never in our experience 
found a case where we thought we were justified in resorting to 
it, principally on account of tlie unreliability of the batteries 
and because we can see no advantage that it has over Paquelin's 
or the actual cautery. 

INJECTION OF CAUSTIC OR ASTBINGENT FLUIDS. 
For a nnmlK?r of yeare the treatment of piles by the injec- 
tion method was confined almost entirely to quacks, wlio went 
about the country advertising to cure them without the knife or 
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the necessity of the patient's absenting himself from his daily 
vocation. The method is supposed to have been originated by 
a young physician named Mitchel, a resident of Clinton, III., 
who sold his secret, and in a short time his foUowei'S distributed 
themselves throughout the country. It can be said, to their 
credit, that tliey made many remarkable cures, and that the 
treatment of piles, as well as some other forms of rectal disease, 
was taken out of the hands of repufeible physicians and turned 
over to quacks. This awakened the profession to the fact that 
tliey were losing many patients who were able to pay good fees, 
and that if tliey did not expose the frauds if it were one, or 
learn the secret, that they might give their brethren the benefit 
of it, the profession would be disgraced. Working on this line, 
Andrews, of Chicago, in 1876, obtained the secret, and, taking 
measures adapted to the purpose, found that his information 
was correct. He tlien communicated with a number of itiner- 
ants, and also with a number of regular physicians who had been 
observing their practice, and ascertained that Mitchel started 
out by using one part of carbolic acid to two parts of olive-oil. 
Some of his followers tried all kinds of astringents, but all 
returned to carbolic acid. Andrews says that the ingredients 
used were oil, glycerin, or alcohol, to which water was some- 
times added. Carbolic acid was used, from 20 to 100 per cent. 
Out of 3304 cases treated, 13 deaths were reported, besides 
numerous cases of abscesses, hemorrhages, and other complica- 
tions. Andrews has compiled the prescriptions used by the 
various itinerants in his work on rectal and anal surgery. 
After the publication of the method of the itinerants many 
reputable surgeons wore ovorzealous in commending this 
method of curing piles. Kelsey published a report of 200 
cases so treated, claiming that the method was easy and certain, 
especially in cases of long standing, and that the piles could be 
cured without risk, pain, or delay from business. By referring 
to his recent U^xt-book on diseases of the rectum, von will see 
that his views have materially changed, for he says: "While 
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for a year I used the method almost exclusively, I now use it 
only in selected cases." One cannot help admiring the candor 
displayed by him in recording his changed views so manfully. 
The injection metliod has been condemned by most of the sur- 
geons both in Europe and in America ; and all agree that it is 
not the proper treatment for piles in general, and, when used at 
all, the cases should be selected with care. We heartily concur 
in this opinion, for we have witnessed many signal failures and 
much suflFering from the too promiscuous injection of pile- 
tumors. 

Class of Piles Suitable for Injection. — To be brief, we will 
state that 07ili/ small^ distinct^ lyendidous piles situated above 
the grasp of the sphincter muscle should be injected. If this 
rule is followed a cure will be effected without causing much 
suflFering or any delay from business, and persons thus cured 
are ever thankful, and will show their appreciation by send- 
ing other patients. We never inject piles in the following 
conditions : — 

1. When strangulated. 

2. When inflamed. 

3. When ulcerated. 

4. When external. 

6. When large and hypertrophied. 

6. When within the grasp of the sphincter. 

One cannot be too careful in the selection of the kind of 
piles to inject, for, when it is done in a promiscuous kuid of 
way, some of the following complications are likely to arise : — 

1. Much pain and swelling. 

2. Ulceration or extensive sloughing. 

3. Abscesses. 

4. Constant spasm of the sphincter. 

5. Fistula. 

6. Phlebitis. 

7. Pyemia. 

8. Long delay from business. 
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9. Permanent cure not effected. 

If, on examination, you find that the case under advise- 
ment is suitable for the injection method, inform the patient 
that there will, in all probability, be some pain for a short time 
after the operation, and that the operation may have to be 
repeated one, two, or three times, depending upon the number 
of piles present. 

P)'eparatio7i for Operation. — This consists in giving some 
mild cathartic the morning previous, to be followed by an injec- 
tion of warm Castile soap one hour before the operation, to be 
sure that the bowel has been thoroughly emptied and to make 
the tumors more prominent. Aft;er placing the patient in the 
position most favorable for light, each tumor can be exposed 
separately and injected by the aid of a small hinged speculum. 
(See Fig. 4.) In performing this operation we observe the 
following rules: — 

1. Cleanse the anus and surrounding parts. 

2. Place the syringe and needle in boiling water until 
everything is in readiness. 

3. Accurately gauge the amount to be injected. 

4. Force the air out before introducing the needle. 
6. Inject the fluid slowly into the pemlaloiis jwrtion. 

6. Inject from two to five drops in small and five to ten 
in large piles. 

7. Leave the needle within until the pile turns white. 

8. Do not inject the tissue beneath the pile. 

9. As the needle is withdrawn pressure is made with the 
index finger to prevent the escape of the fluid and arrest 
hemorrhage. 

10. Promptly return all prolapsed piles. 

11. Make a fresh solution for each injection. 

12. Keep patient in the recumbent position for a half-hour 
after operation. 

13. Only a fluid or semisolid diet is permitted for a few 
days. 
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14. Favor the weak in preference to the strong solutions. 

15. Inject only one or two piles at a sitting. 

A good light, a suitable table, an ordinary hypodermatic 
syringe with side-bar and needle with a long shaft, a hinged 
speculum, together witli suitable dressings, are all that are 
needed in carrying out the injection method. If the syringe 
has an extension-piece, so much the better. 

Solutions to be Injected. — Almost all caustics in the vege- 
table and mineral kingdoms have been tried and have their 
respective advocates. Space forbids our giving all the formulas 
which have been highly recommended; so we shall give those 
only which we believe will render the most effectual cure. If 
we had to select any one drug, we would certainly choose car- 
bolic acid, which may be used in any strength from 3 to 100 
per cent. Kelsey uses it from 15 to 35 and 50 per cent., and 
the pure acid. Andrews* is my authority for saying that the 
secret remedy of BrinkerhofF is composed of 

H Acidi carbolici, ^ (30.00 grammes) ; 

Zinci chloridi, gr. viij ( 0.52 gramme) ; 

Olei olivae, Jv (150.00 c.cm.). 

The " Rorick System " (from Andrews) is composed of 

B Acidi carbolici, 3ij ( 8 00 grammes) ; 

Glycerini, 3ij ( 8.00 com.); 

Ext. ergotse fid., • . . . 3j ( 4.00 c.cm.); 

Aquae, 3ij ( 8.00 c.cm.). 

The following is the painless injection of S. Green 
(Andrews) : — 

R Acidi carbolici, .fj (30.00 grammes) ; 

Creasoti gr. x ( 0.64 gramme) ; 

Acidi hydrocyanici, .... gtt. j ( 0.06 c.cm.); 

Olei oliv® 5j ( 30.00 c.cm.). 

Mix and unite under water. 

Dr. Yount, in his little book, advises the use of 3- and 5- 
per-cent. solutions of carbolic acid, beUeving the weaker solution 
to be more eflFcctive than the stronger. We have used carbolic 

* Andrews, Rectal and Anal Surgery. Third edition, p. 149. 
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acid in almost every proportion and have vi^itnessed a weak 
solution create more disturbance than the stronger solution 
used in the same way on another person. This may have been 
due to the general condition of the patient or to omitting some 
detail in the operation. Of late we have been using the fol- 
io whig formula, with which we have been very much pleased: — 

B Acidi carbolici, gr. xij (0.78 gramme) ; 

Glycerini, 3j (4.00 c.cm.); 

AquflB 3j (4.00 c.cm.). 

M. Sig. : Inject. 

We have used solutions of ergot, iron, and many astrin- 
gents, but prefer carbolic acid used in any one of the formulas 
mentioned. 

Case XXYII. — Internal Hemorrhoids Treated by the Injection 

Method. 

Mr. L. M., aged 43, banker by occupation, came to me to be treated 
for piles. He insisted that I should treat him by the injection method, 
so that he would not have to take chloroform and be detained from his 
business. On examination, I found four very large, congested piles that 
sometimes protruded. I advised a more certain and radical operation, 
but he would not submit to it. I then fully explained to him that com- 
plications might arise that would cause him some pain and delay from 
business, and, further, that I could not promise him a permanent cure; 
but that, in view of these facts, if he so desired, I would do the best I 
could for him. He instructed me to go ahead with the treatment. The 
bowel was washed and he was requested to bear down ; the tumors were 
cleansed with a carbolizcd solution and made ready for the injection, 
which was made as follows : — 

An hypodermatic syringe, with an extension-piece and needle, was 
boiled and filled with the following solution, which has served me as well 
as any other : — 

R Acicli carbolici, gr. xij (0.78 gramme) ; 

Glycerini, 

Aquap a& 3j (4.00 c.cm.). 

Ten drops were injected, respectively, into two of the tumors. The 
needle was not withdrawn until they turned whitish in color. Then 
the}' were oiled, replaced, and the patient requested to remain quiet in 
the recumbent position for an hour or so. For a few moments he suf- 
fered considerable pain, but at the end of two hours he returned to the 
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bank, wrote two letters, and went home and made himself comfortable. 
During the niglit he felt restless and uncomfortable about the rectum, 
but had no acute pain. I saw him on the third day at my office and he 
complained of nothing but heat and fullness about the anus. I deemed it 
best not to make an examination, for the reason that, if the piles should 
become protruded, his suffering would be increased and a cure delayed. 
He was restricted to a liquid diet and the bowel was opened every other 
day with a saline cathartic. On the tenth day the tumors were almost 
completely shriveled up. At this time the remaining two were injected 
in exactly the same way as the previous ones. During the night he 
complained of considerable pain and could not get relief, though poultices 
were applied constantly to the anus* At 2 a.m. and 4 a.m. he had one- 
fourth grain of morphia, which »ifforded him some relief. The pain con- 
tinued on the second and third days and, in addition, all the symptoms 
of an inflammatory process were present. By separating the anal folds 
the mucous membrane appeared red and swollen and there was every 
evidence that an abscess was forming. His pulse was 100 and full; 
temperature, 103° F. He was restless and constantly complained of pain 
and tvritching of the sphincter muscle. The poultices were continued. 
On the sixth day the abscess pointed a little below and to the right of 
the anus. It was promptly incised, curetted, irrigated, and packed with 
iodoform gauze. The relief was instantaneous, in so far as the pain was 
concerned. While he was under the anesthetic I made a thorough 
examination to ferret out the cause of the inflammatory process. 

I found that one of the tumors had become indurated and shriveled 
up as the former ones had done, while the other had undergone a slough- 
ing process ; and in the centre of the tumor where the injection had been 
made was a deep, irregular, inflamed ulcer, at the bottom of which I 
found a small, round, hard lump of fecal matter. The question then 
arose in my mind as to whether the septic condition was induced by an 
unclean needle, the solution used, or as a result of a slough caused by 
the solution's becoming infected by the fecal matter at a later date. I 
am inclined to believe that the last is the most probable solution to the 
question. The parts were cleansed daily with a biciiloride solution and 
the abscess-cavity packed with gauze. My patient was confined to his 
l)€d for seven days and detained from his business for ten, — a longer time 
than if he had submitted to the radical operation, and his suffering was 
much more severe. At the same time he narrowly escaped having to 
undergo au operation for fistula. 

We record this case to show one of the many complica- 
tions that sometimes follow the injection treatment of piles. In 
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conclusion, we will say that if everything goes on well such 
patients are able to attend to their usual duties while under- 
going treatment with scarcely any inconvenience; and, further, 
that a permanent cure is sometimes effected. It is the uncer- 
tainty of this method, however, that condemns its promiscuous 
use in the treatment of piles. 

whitehead's operation for piles by excision. 

Mr. Walter Whitehead, of Manchester, England, in the 
February number of the British Medical Journal of 1887, after 
criticising such tried oj^erations as the clamp and cautery and 
the ligature, describes the operation of excision which bears his 
name and reports complete success in three hundred consecutive 
cases without a single death, secondary hemorrhage, abscess, 
ulceration, stricture, or incontinence. He describes the opera- 
tion as follows : " By the aid of scissors and a pair of dissecting 
forceps the mucous membrane is divided at its junction with 
the skin around the entire circumference of the bowel, every 
irregularity of the skin being carefully followed. The external 
and the internal sphincters are then exposed by rapid dissection 
and the mucous membmne and the attiiched hemorrhoids, thus 
separated from the submucous bed upon which they rested, are 
pulled bodily down, any undivided points of resistance being 
snipped and the hemorrhoids brought below the margin of the 
skin." The mucous membrane above the hemorrhoids is now 
divided transversely in successive stages and the free margin of 
the severed membrane above is attached as soon as divided to 
the free margin of the skin below by a suitable number of silk 
sutures, which he does not remove. He prefers the lithotomy 
position and uses torsion to arrest hemorrhage in preference to 
the ligature. Mr. Whitehead claims that piles are not indi- 
vidual tumors, but that they are only a part of the general 
plexus of the veins associated with the su]:)erior hemorrhoidal, 
each radicle being similarly, if not equally, affected by the initial 
cause, either constitutional or mechanical. He believes that all 
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vessels should be exposed, and that the entire pile-heaHng area 
should be removed. The operation has not become general 
either in this country or in England ; in fact, few, if any, perform 
this o[>eration for either an ordinary or a bad case of piles. We 
have performed the operation only six times up to the present 
date, and, from the little experience we have had with it, we feel 
certain that there are better and simpler operations that can be 
resorted to, that cause much less suffering, that are more quickly 
I'ecovered from, and the cure obtained is quite as effective. We 
witnessed this operation performed by a certain surgeon, who, 
to all appearances, did it simply to make a surgical display, for 
there were only one or two small tumors and the ligature or the 
clamp and cautery would have done quite as well. In discussing 
this operation with one of the surgeons of the Edinburgh Infirm- 
ary who was an advocate of it, we asked him whether, if he had 
piles, he would have Whitehead's operation performed on himself. 
He replied by saying that was a different matter, and in such a 
way as to lead us to believe that he would never submit to it. 
When endeavoring to decide on the operation to perform in a 
given case, select the one you would have done if you were in 
the patient's place. The operation under consideration certainly 
deserves a place in rectal surgery, but not so prominent a one as 
Mr. Whitehead would lead us to believe. We cannot commend 
it for the treatment of ordinary or even bad cases of piles, for 
two reasons : first, they can be cured by a less difficult 0])eration ; 
second, complications frequently accom])any and undesimble 
results may follow the operation. We heartily indorse the 
operation in long-standing cases, accompanied by frequent 
hemorrhages, where there are no distinct pUe'tumors^ but where 
the veins of the entire rectal wall are engorged and ext(^nsively 
dilated from the external sphincter upward for two or throe 
inches (5 to 7.6 centimetres). When such a condition is present 
nothing short of the removal of the entire diseased area will 
effect a cure. The following are some of the advantages of the 
operation as claimed by Mr. Whitehead, viz. : — 

14 
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1. That it is the most natural method, and is in perfect 
harmony with surgery. 

2. Excision, in addition to its simplicity, requires no instru- 
ment not found in an ordinary pocket-case. 

3. It is a radical cure. It removes the i)eculiar pile-bearing 
area. He believes recurrence to be impossible. 

4. It is not more dangerous than other methods recom- 
mended for the removal of piles. 

5. Pain is less severe than that following any other opera- 
tion. 

6. The loss of blood during the operation probably exceeds 
that of the ligature or clamp and cautery, but the dangers of 
secondary hemorrhages are unquestionably less. 

We will now name some objections which have been 
made by different operators, and then we feel quite certain 
that the reader will agree with us that the opemtion should 
not be resorted to except in extreme cases, as previously men- 
tioned : — 

1. It is difficult and bloody. 

2. It requires a much longer time to perform, — from thirty 
to fifty minutes, — while the clamp and cautery or ligature 
requires only five or ten. 

3. Pain is severe and continues several days. 

4. There is danger of ulceration and stricture from non- 
union. 

5. There is danger of ulceration and abscess from unre- 
moved sutures. 

6. A much longer time for recovery than from other oper- 
ations is required. 

7. It is not suitable when other complications are present. 

8. It is not suitable except in selected cases. 

9. Lastly, piles can be cured quite as well by other, safer, 
and milder operations. 

We wish to emphasize the danger of a stricture's follow- 
ing this operation, for we have treated four during the past year. 
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Following as a result of non-union and retraction of the mucous 
membrane there was a broad, circular, ulcerated band. Prntt, 
in his '* Orificial Surgery," describes an operation which is none 
other than the " Wliitehead," with slight modifications. This 
operation he designates " The American Operation," and would 
lead his followers to believe that it was of recent origin and 
originated by himself, when the credit belongs to Mr. White- 
head. 

LIGATURE. 

This operation stood the test of time for hundreds of years 
before the birth of the Saviour. It comes down to us recom- 
mended by such ancients as Hippocrates, Celsus, and Rhazes, 
the great Arabic physician of the tenth century, and many 
others. The great majority of authors in later years, and up 
to the present day, commend it as being the best operation for 
the cure of hemorrlioids. For instance, we find it indorsed by 
Sir Astley Cooper, Burke, Cripps, Van Buren, Bodenhamer, 
Syme, Allingham, Mathews, and others. Tliere is no question 
but this operation is pre-eminently the best for ordinary cases of 
piles, with one exception, — namely, the clamp and cautery. The 
results that have followed both of these operations have proven 
that they are deserving of the liighest praise and a detailed 
consideration. The reader may choose the one he can perform 
with the most satisfactory results, with the assurance that a 
radical cure will be effected. 

The ligature operation, as performed by the ancients, re- 
sembles the operation of to-day in many respects. Galen 
recommended the excision of that portion of the pile external 
to the ligature. Others simply placed a ligature around the pile 
and let it slough, while some transfixed the centre of the pile 
with a double ligature and tied it on both sides. The surgeons 
of to-day differ as to the best method of applying the ligature. 
The majority, however, prefer the operation which was devised 
by the late Mr. Salmond and popularized by Allingham, Sr., as 
is done at St. Mark's Hospital, London. This operation has 
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been practiced in that institution for the last fifty years. Mr. 
Allingham describes it as follows : — 

The patient, having been previously prepared l)y purgation, 
is placed on the right side of a hard couch in a good liglit, 
and is completely anesthetized. The sphincter muscle is tlien 
completely, but gently dilated. This completed, the rectum 
for three inches (7.6 centimetres) is within easy reach, and no 
contraction of the sphincter takes place ; so that all is clear like 
a map. The hemorrhoids, one by one, are taken by the surgeon 
with a vulsellum, catch-tooth, Pratt's 'T," or Mathews's pile- 
forceps or pronged-hook fork and drawn down. He then, with 
a pair of sharp scissors, separates the pile from its connection 
with the muscular and submucous tissues u])on which it rests. 
The cut is to be made in the sulcus or white mark which is 




Fig. 66.— Thomaa'8 Curved Tissne-Forceps. 

seen where the skin meets the mucous membrane, and this in- 
cision .is to be carried up the bowel and parallel to it to such a 
distance that the pile is left connected by an isthmus of vessels 
and mucous membrane only. There is no danger in making 
this incision, because all the larger vessels come from above, 
running parallel with the bowel, just beneath the mucous mem- 
brane, and thus enter the upper part of the pile. A well- 
waxed, strong, thin, plaited silk ligature (Turner's No, 8) is 
now to be placed at the bottom of the deep groove made, and 
the assistant then draws the pile well out. The ligature is tied 
high up at the neck (see Fig. 67) of the tumor as tightly as 
possible. Great care must be exercised in tying the ligature. 
The operator should be equally careful to tie the second knot 
so that no slipping or giving way can take place. If it is ad- 
visable, tie a third knot, for the secret of the well-being of the 
patient depends greatly upon this tying, — a part of the operation 
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by no niuans easy to effect (as all pmctical men know). It'tlii.s 
is done, all the large vessels iii the piles must be included. The 
Ri'teries in tlie cellular tissues iiround and outside the lower 
bowel are few and sniutl, and do not assist in the formation of 
the pile, being otitsidi' it. The silk should be so strong that the 
oiiemtor cannot bieiik it by fair pulling. If the pile is very 
large, a. small jmrtion may now be cut oft', taking good care to 
leave sufficient stump beyond the ligature to guard against its 
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Mslliod of Appljlng thp Mftitnrs 



slipping. When all the hemorrhoids are thus tied they should 
he returned within the sphincter. After this is done any sujK'r- 
abuiidant skin which remains apparent may be cut off; but it 
shonld not be too freely excised, for fear of contraction when 
the wound lieals. We always place a jmd of wool over the 
arms, and a tight T-bandage, as it relieves pain most materially 
and prevents any tendency to straining. 

To secure a cure by the ligature it is not essential to follow 
in detail the various ste)>s as just recorded. Tiie lithotomy 
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position, with the limbs well flexed on the abdomen and held in 
position by Clover's crutch (see Fig. 68), presents a better view 
of the parts after the spliincter has been divulsed. Sitting 
upon a high stool in front of the patient, the operator has the 
free use of his hands, and can apply the ligature with more ease 
and in a sliorter time than when the patient is placed on the 




Fig. 68.— C"lover*8 Crutch. 

side. After ajl of the piles have been ligated and those portions 
external to the ligature cut ofi*, they should be placed within the 
bowel. Patients suffer considerably for the first twenty-four 
hours. The pain during the second and third days is frequently 
quite annoying, though in some cases it may be very slight. 
The lower part of the rectum presents a sensation of heat and full- 
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ness. Patients are often awakened after the operation by sudden 
contractions of the levator ani, and the strangulated tumors 
seem to act as foreign bodies, keeping up the irritation. The 
ligatures will ordinarily slough off from the seventh to the ninth 
day, but now and then they have to be removed by the surgeon. 
We assisted in the removal of one, the patient being chloroformed 
for the purpose, in the Western Hospital for Rectal Diseases, in 
London, three years ago ; in this case the pedicle was unusually 
large and the ligature cut only about half-way through. The 
pile was seized with forceps and detached with scissors. We 
are inclined to think that this complication occurs more fre- 
quently than the friends of the ligature would have us believe, 
and in such cases increased pain and delayed healing are always 




Fig. 69.— Mathews's Pile-Forceps. 

noticeable. The time required to remain in-doors in such cases 
varies from three to six weeks. As a rule, patients operated on 
by the ligature are able to be about in from two to three weeks, 
although the ulceration may not be entirely healed. In St. 
Mark's Hospital the death-rate from all cases in internal hem- 
oiThoids by ligature for more than fifty years has been about 
one in a thousand. This is undoubtedly a fine showing, con- 
sidering that they were all hospital patients. Four died there 
of tetanus during March and April, in the year 1858, but none 
since. This would indicate an epidemic of tetanus during that 
time. Many other operators have met with equally good suc- 
cess. This fact, coupled with the permanent cure which follows 
this operation, has won for it a very enviable reputation. We 
are free to admit that this operation is a very good one, indeed. 
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PLSre XV -AUTHOR'S CLAMP ADJUSTED AND SCISSORS 
IN POSITION FOR EXCFSION OF HEMOHSHOIDS 
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America it is a question which is tlie more popuUir, the clamp 
and cautery or tlie ligature, both having many friends of equal 
ability to judge. We are free to say tliat we give preference to 
the clamp-and-cautery operation. At the present time we have 
at our command many admirable chimps, the very i)0])ular 
Faquelin cautery and the cautery irons. (See Fig. 70.) By 
the aid of these the opemtion can be performed with rapidity ; 
and, when us<:jd with care, it is not a barbarous procedure, as is 
often claimed, but a scientific surgical operation, whereby only 
the diseased tissue is removed. The pain which follows the 
clamp-and-cautery operation is less tlian that of any other oper- 
ation for piles. There are four steps in the operation. 1. The 




Fijr. 71.— Smith's Clamp. 

sphincter muscle should he thoroughly divulsed in every direc- 
tion. (See Fig. 72.) This will cause the piles to come quite 
prominently into view. Each in turn is seized with a vulsellum 
or catch-tooth forceps and drawn well down. 2. The mucous 
membrane and skin should be severed, and, next, the pile 
should be dissected upward. (See Fig. 73.) 3. The clamp 
should be adjusted firmly to tlu^ base of the tumor, and with a 
pair of scissors that ])ortion external to the clamp should be 
excised. (Sec Plate XV.) 4. Evcn-y jwrtion of the stiunp 
should be thorouglily cauterized with the cautery-point at a 
dull-red heat, after whicrh the clamp should be loosened to see 
if bleeding occur. (See Fig. 74.) If it does, tlie operator 
should re-adjust the clamp and cauterizes all bleeding points. 
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Alter all the piles have been removed in this way the | 
rectum sliould be irrigated and carbolized vaselin applied to the i 
cauterized surfaces. A wedge-sliajwd compress should be | 
placed over the anus and kept in place by a well-adjusted J 
T-bandage. We have, of late, been in tlie habit of separatiug J 
the mucous membrane and skin, after which the pile is dissected I 
off the submucous tissue just as in ligature oi>eration. The ] 
clamp is adjusted at the bottom of the sulcus thus produced. ,] 
In this way there is no danger of cauterizing the skin ; conse- j 
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queiitly. tliere uill l)e little j)ain after the operation. When the 
piles are small or situated high up and canuot be drawn down j 
and clamped, the narrow cautevy-blade should be drawn once J 
or twice across each pile; this av ill cause them to shriuk up. ] 
The cautery may be applied, if used with discretion, to any J 
dilated veins present that miglit at some future time form piles 
As regards this oiwration, we tliink it preferable to the ligature;' 
not Ix-cause the cure is more effective, the pain so much less, or| 
the operation less difficult to ^kt^rform, but because of the facttJ 
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that the npenitioii ciui he perfoiTucd more quickly, with greater 
ease and accuracy, and the patient's recovery is IVom six to eight 
days earUer than alter tlie ligature. At least, such has been 
our exiierience. AVhen tlie ligutum has Ijeen ajijitied ordinarily 
it will uot slougli off beibre the eiglith day; and, when it does, 
it leaves an ulcer with irregular edges, which not unfrequently 
has a tendency to become clironic. At best, patients are rarely 
able to be about the room before the tenth day, and frequently 




Fig-TS,— Sererine 



train tlie Bktn, 



not for two weeks; while after the cautery oiwration tlic ulcer 
will he clean and smooth the day of the operation, and will be 
almost healed by tlie time the ligature has sloughed off. 
Patients are allowed to sit up on tlic tliird day, and it is a rare 
occurrence if they be detained from busijicss more than a week. 
In many cases the time tiiat is saved is repj-eaented hy the length 
of time tint it requires for the ligature to come away. Granting 
that some healing takes ]i]ace while the ligature is sloughing 
off, we believe that it will require as long for tlie remaining 
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portion ol' the ulcer to heal iis after llie cauttry opeiution ; 
the ulcerated surface afler the latter seems to licai more rea 
tlian lifter tlie former ojieration. The pain after the cautei 
o|)cnitiou amouuts to nothing if care has bceu used to av 
cauterizing the skin ; but wlieu it has been touclied, if only 
slightly, the [miu is exceedingly annoying, llctention of urine 
occurs sometimes, but not so frequently as after the ligature. 
We have never had a case die I'rom liomorrhage during or after. 




1 



the openitioTi, Bleeding sometimes occurs at non-cautcrizcd] 
points wheu the clam|) has been removed; it is then appli« 
again until all oozing stops, after wliicli the patient may 1 
placed in bed ivith as mueh safety as if each vein had i 
ligated. It has been our experience that hemorrhage will t 
more fi-cquently frotn tlie slipping of the ligature, when it or tin 
8tum|> has been severed too closely, tlian after the clarap-an4 
cautery operation. It is not probable that either tetanus i 
pyemia will follow the cautery operation, for there is no coik 
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striction of terminal nerve-filaments and tlie danger of sepsis 
has been minimized by searing the exposed surfaces. So far as 
a radical cure is concerned, the cautery and the hgature oper- 
ations are on a level, for when either one lias becni i)erformed 
as previously described a permanent cure will Ibllow in every 
case. 

The Author* 8 Pile and Polypus Clamp. — In this connection 
we wish to describe a new clamp, whicli we have used to the 
exclusion of all others during tlie past year. It has done such 
admirable work that we feel justified in commending it to the 
profession. (See Fig. 75.) For a long time we have been 
dissatisfied with the pile-clamps on the market, for the reason 
that they do not exert equal pressure along the entire length 
of the blades; and, as a result of this imperfection, we came 
near losing two patients from hemorrhages. Other chimps, as 
Kelsey's, Smith's, Langenbeck's, etc., are made like a pair of 
scissors, having a rivet near the heel of the blade, and when the 
tumor is grasped that portion nearest the heel is held tightly and 
that near the tip loosely or not at all. (See Fig. 75, B^ C, and Z>.) 
Consequently, when that portion of the tumor external to the 
clamp is cut off, all of the tissues except those nearest the heel 
slip through before the operator has a chance to cauterize them, 
thus subjecting the patient to the danger of a serious, if not 
a fatal, hemorrhage. Our clamp differs materially from the 
others (see cut. A,); it is so constructed that the blades are at 
right angles to the handle. This insures their remaining parallel 
and distributing equal pressure at every point, no matter how 
far they may be apart ; so that not even the slightest portion 
of the tumor can slip through and escape cauterization. This 
practically makes a hemoiThage after the clamp-and-cautery 
operation an improbable, if not impossible, occurrence. The 
following are some of the good points claimed for this clam[): — 

1. It is neat and attractive. 

2. It is aseptic. 

3. It is strong and does not spring nor get out of order. 
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4. It can be adjusted quickly and with (levfect ease. 

5. It does not obstruct the operator's view. 

6. It has a strong spring that separates the blades and a 
screw with a double thread, and a tap on the nut is sufficient to 
run it from top to bottom, 

7. When operating high up the bowel it not only does the 
work of a clamp, but that of a speculum as well. 




Pig. TR.— Author's rile and ri>l)rpuK Clamp. 



8. It can be used as well with the patient in one position 
as in another. 

9. It is as well suited for the removal of piles high up in 
the bowels as wlien they are protruded. 

10. It is admii-ably adapted for the removal of rectal polypi. 

11. It can be used for the removal of polypoid growths in 
the vagina. 
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12. It is especially adapted for the removal of a section of 
the bowel in cases of prolapsus recti when the cautery is indi- 
cated or sutures used. 

13. It makes an admirable colotomy clamp. It causes tlie 
segment of gut to slough off in three or four days willi little 
pain and no bleeding. 

14. When it is desirable to crush piles, it can be substituted 
for the pile-crushers now in use. 

15. It is the best clamp made, for the reason that it exerts 
equal pressure at all points and under all conditions. 

SUBMUCOUS LIGATION. 

Dr. Merrill Rickets, of Cincinnati, has devised a new oper- 
ation for hemorrhoids which is performed after the following 
method: After thorough divulsion of the sphincters a large 
semicircular needle with silk ligature is introduced subcutane- 
ously from the muco-cutaneous line to the upper border of the 
pile-bearing area and then retunied to make its exit at the 
point of entrance. The needle is then removed and the ligature 
made taut above the venous plexus and the ends left hanging 
out. These ligatures may be from one-half to one inch (1.3 to 
2.54 centimetres) apart, as the case may require. It is not nec- 
essary to tie all the varices in this operation, as the atrophic 
changes will necessarily obliterate the remaining ones. No 
tissue is sacrificed ; the mucous membrane remains intact ; thcae 
is no hemorrhage, infection, nor pain of consequence, and the 
loss of time is practically 7?//. 

While the operation is absolutely radical and without any 
serious consequences, the sutures are allowed to come out of 
their own accord. The operation thus far, he says, has proved 
a success, and patients have suffered very little pain during the 
life of the ligature. 

This operation is new and the author, like many surgeons, 
has not had a chance to test it in a suitable number of cases to 
commend it. It seems a plausible operation where the tumors 
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are few and small, but in bad cases where there is a great 
redundance of tissue we should expect to meet with failure. 
Again, there is no reason why an abscess and fistula might not 
follow as a result of the sutures' being left, as is the case so 
often after the Whitehead operation. 

AFTER-TREATMENT. 

The after-treatment of operations for piles is of much im- 
portance. After any operation for piles a well-adjusted pad to 
the anus, held in place by a T-bandage, supports the parts and 
renders the patient more comfortable, and tends to arrest any 
bleeding that might otherwise take place. We do not believe 
in the use of suppositories, although many high in authority 
recommend the immediate introduction of suppositories con- 
taining morphia, opium, belladonna, etc., for the relief of pain. 
As a rule, they will produce an uncomfortable feeling and cause 
the patient to strain in his endeavors to force them out. When 
we are compelled to use anything for the relief of {>ain we 
prefer an hypodermatic injection of one-fourth grain of mor- 
phine. Ordinarily, this will not have to be repeated. When 
the pad applied to the anus becomes dry and hard, the anus 
should be sponged off with warm water and a new pad applied. 
If the patient has been purged before the operation, it is not 
necessary to tie up the bowels with opium, for they will not 
move before the third day, and frequently not then of their own 
accord. In case they do not, a Seidlitz powder or a dose of 
salts, which act admirably, should be given. If there is reason 
to believe the feces are hard, an injection of soap-suds should 
be given to soften them. Patients should be urged to remain in 
bed until the ulcerations have almost or entirely healed. Then, 
when the patients l)egin takhig active exercise, the danger of 
the ulcemtion's becoming chronic will be slight. ^ The ulcerated 
surfaces should be cleansed daily, and, if there is the least ten- 
dency to become chronic, an application of calomel or silver 
nitrate (fifteen grains to the ounce) will stimulate the bowels to 
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renewed action. In case of retention of urine, hot stupes or 
poultices sliould be applied over the jxjlvis. Tliis will make 
the patient more comfortable, and not infrequently enable him 
to void his urine independently of the catheter. If a catheter 
is used, a soft-rubber one is prelerable, but should he cleansed 
in boiled^ filtered renter before and after each introduction. The 
diet after an oi)eration should be confined to liquids and semi- 
solids for the first four or five days, but patients should have 
plenty of nourishing soups, beef-tea, soft-boiled eggs, etc. 
Patients do much better if they have a bright, cheerful room 
and congenial company. Under unpleasant surroundings they 
become dissatisfied and worry over their condition, although 
everything may be all right. 

Prognosis. 
After patients have recovered they frequently ask if they 
will ever have piles again. This is a difl^cult question to 
answer, for there are many things to take into consideration. 
One can say positively that those piles which have been oper- 
ated upon will never retuni, but whether others will present 
themselves depends not only upon the operation selected and 
the thoroughness with which it is performed, but perha])s vwre 
upon the causes of the piles in the first place. When they are 
a symptom of some other condition, — as a disordered liver, 
obstructed circulation, stricture, retro verted uterus, etc., — a 
relapse may occur, unless the cause is removed at the same 
time the piles are operated on. When persons have been dis- 
charged before the ulceration has entirely healed, bleeding may 
follow an action ; but they can be assured of their ultimate 
recovery. From experience, and by observation of patients 
previously subjected to any of the operations heretofore advo- 
cated, we can say that the recoveries have been eminently 
pleasing in uncomplicated cases, and that a recurrence is quite 
the exception ; in fact, we have never operated twice on the 
same patient. There is no class of operations which proves 
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more gratifying to the surgeon ; these patients are ever grateful, 
not so much Ibr tlie relief of the pain and bleeding as for the 
mental relief obtained, for it is a well-known fact that, from a 
surgical point of view, in such cases, the mental worry is out 
of all proportion to the importance of the disease. 

ILLUSTRATIVE CASES. 

Case XXYIIL — Internal Hemorrhoids Complicated with Prolapse. 

Clamp-and-Cautery Operation. 

This patient, a merchant 40 years old, and a man of exemplary 
habits, said he had suffered for several years with piles. Recently, how- 
ever, they came down to such an extent ns to interfere with his business. 
Examination revealed the presence of a mass which proved to be the 
lower portion of the rectal wall, lie was given an enema and requested 
to bear down. Immediately a number of very large hemorrhoids came 
into view, forming a beautiful rosette. The patient was sent to All-Saints 
Hospital to be prepared for the operation, which was performed on the 
following afternoon, as follows : The sphincters were first thoroughly 
divulsed ; then each tumor was in turn seized with cntch-forceps, pulled 
down, the skin and mucous membrane severed, the clump (author's) ad- 
justed in the incision, the tumors pulled farther down, and the clamp 
tightened. Then that portion external to the clamp was excised and the 
stump cauterized with a Paquelin cautery-point and the clamp removed. 
The cautery was applied to the mucous membrane and external sphincter 
to insure sulficient contraction to prevent a recurrence of the prolapse. 
The rectum was then irrigated and dusted over with iodoform, after which 
gauze and cotton were placed against the anus and held in position by a 
snug T-bandage. He recovered from the anesthetic nicely and was 
able to pass his urine three hours after the operation without any 
assistance. 

Early in the night he became restless and complained of slight 
pain ; the bandage was loosened, and in a short tinie he went to sleep 
and slept nearly all night. Once or twice he was awakened by a sudden 
jerking about the anus, — a symptom of common occurrence after opera- 
tions for hemorrhoids. This is probably due to the levator ani. His 
bowels did not act until the fourth day, after a dose of Epsom salts had 
been administered. After each stool the rectum was irrigated and the 
gauze applied after the raw surfaces had been painted over with balsam 
of Peru. His diet consisted of liquid and semisolid foods. At the 
end of the first week the patient was able to walk about with comfort ; 
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he was discharged from the hospital and returned to his home. He was 
instructed to cleanse the rectum daily, use the balsam, and write me in a 
week. He obeyed instructions, and said he had resumed his duties and 
that he should not know that he had been operated on except for a 
slight tenderness about the anus. 

Casb XXIX. — Internal Hemorrhoids Complicated with 
Ulceration. Ligature Operation. 

Mrs. S., the wife of a prominent wholesale merchant, was referred 
to me to be treated for a rectal disease. She informed me that she had 
been rendered almost helpless from daily hemorrhage from the rectum 
that followed each action ; and, in addition to this, she had considerable 
pain of late, which she thought was due to two tumors that remained 
constantly outside the anus. Until the beginning of her present illness, 
one year ago, she had enjo3'ed perfect health and weighed 140 pounds, 
while now she weighs only 108. 

Examination revealed two large internal hemorrhoids, just without 
the anus, that were ulcerated and exceedingly sensitive. The sphincter 
remained passive, probabl^j^ being tired out, as it were, from the constant 
contraction and irritation. An enema was administered, and she was 
requested to strain down. Immediately the tumors became distended 
and commenced to bleed, and the blood could be seen spurting from the 
centre of the ulcerated spots in two of the tumors. 

Operation. — I advised her to have them operated on without delay, 
and, further, that I preferred the clamp-and-cautery operation. The 
idea that the cautery was to be applied frightened her ; she asked me to 
do the ligature operation, for a friend of hers had been operated on in 
this manner with success. I consented, and each tumor was, in turn, 
seized, pulled down, the skin severed near the mnco-cutaneous junction, 
and the piles dissected up from the submucous tissues and ligated high 
up. A small amount of cotton smeared over with vaselin was then 
passed into the rectum and the patient put to bed. 

In one hour she was conscious and was suffering very little pain. 
At 8 P.M., six hours after the operation, she became very restless; she 
said the rectum felt hot, swollen, and pained her very much. Cold 
cloths were applied to the anus, but gave no relief; so I ordered one- 
fourth grain of morphine hypodermatically, which gave some relief, but 
had to be repeated in two hours, after which she had a fairly comfortable 
night. She was unable to void her urine, though hot stupes had been 
applied, and it was removed by catheter. Next morning she was fairly 
comfortable, but the urine had to be drawn for four days afterward. 
From the fourth day she complained of nothing but a fullness about the 
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rectum and a feeling as if something were there that shouUl come away, 
— a symptom that I have frequently observed after this operation. The 
ligatures came away, respectively, on the seventh and the ninth days, 
leaving grayish-looking ulcers with irregular edges. These were treated 
with one or two applications of calomel, to clear them of anj' remaining 
portion of tiie slough. Afterward they were treated like any other 
ulceration, — namely, by cleanliness, stimulathig applic:itions, and rest. 
She was up and about at the end of the second week, and at the end of 
the third she was discharged from the hospital cured. 



CHAPTER XX. 

HEMORRHAGE FROM THE RECTUM. 

Hemorrhage from tlic rectum constitutes one of the most 
frequent and alarming symptoms of rectal diseases, often being 
the first indication that anything is wrong about the rectum. 
Blood may be voided pure or mixed with pus, mucus, feces, or 
other debris, Tlie discharge of blood occurs during stool, and 
may continue for a greater or less length of time afterward. 
Bleeding is not a sure indication that piles are present. It may 
be a symptom of 

1. Ulceration. 4. Polypi. 

2. Fissure. 6. Miilignant disease. 

3. Stricture. 6. Injuries to the rectum. 

It may be very slight or profuse. Sometimes patients 
bleed almost to death from some trivial lesion, unless the bleed- 
ing is promptly arrested. The means resorted to for arresting 
hemorrhage after an operation about the rectum are almost 
identical witli those adopted for stopping the bleeding from 
other causes and in other parts of the body ; consequently, 
hemorrhages of the rectum, from whatever cause, will be con- 
sidered under the following general heading : — 

Post-operative Hemorrhages. 

Hemorrhages after operations on the rectum, like those 
occurring in other parts of the body, may be eitlier 

1. Primary. 2. Recurrent. 3. Secondary. 

In all operations where cutting is necessary, bleeding may 
be expected, though ordinarily it will not be profuse, except in 
cases of excision of the rectum, operations for stricture, and 
extensive fistulas. 

Primary, — This variety occurs during the operation, and 

(229) 
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can be arrested by a ligature if a large vessel is involved, and 
by torsion, styptics, or cauterization if medium in size. When 
it seems to be general, or the result of oozing from a number 
of distinct points, it can be arrested by a sponge or piece of 
gauze, saturated with ice-cold or hot water, firmly pressed 
against the bleeding parts. 

Recurrent — A more serious form of hemorrhage occurs 
where some vessel was injured during the operation and did not 
bleed at the time, was overlooked, or from the slipping of a 
ligature. This variety is known as recurrent hemorrhage and 
takes place within a few hours after the operation. 

Secondary, — Secondary hemorrhage occurs several days 
after the operation, — usually from the fifth to the eighth day, — 
as a result of some vessel's not becoming obliterated as the liga- 
ture sloughs oflF, or from slougliing or ulceration from other 
causes. Secondary hemorrhage occurs more frequently in de- 
bilitated and anemic patients than in those who are robust. As 
a rule, tlie bleeding comes on suddenly and is very profuse, and 
unless arrested immediately it may prove fatal. Aft^r rectal 
operations the nurse sliould be instructed to look out for the 
general symptoms of hemorrhage, for the bleeding may be 
internal and fataJ^ wliile not the slightest amount of blood 
escai)es from the anus. Before mentioning the different ways 
of arresting bleeding, we desire to mention the fact that both 
patient and nurse may become unnecessarily alarmed at times, 
because the cotton and pad over the anus may become saturated 
with a red fluid. This is likely to occur in any case where all 
of tlie irrigating fluid is not removed from the rectum at the 
close of the operation. Close examination, however, reveals it 
to be a thin, wateiy fluid, and not pure blood. If, on the other 
hand, you find that there is an active hemorrhage, first thor- 
oughly prepare yourself with the things with which to stop it, 
then go at it in a business-like manner, for it is exceedingly 
danfjerous to tamper icith hemorrhage by doing some little thing 
and trusting to luck that it has stopj^ed and will not occur 
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again. We were once called to a man who had been bleeding 
from the rectum at intervals for several days. Rest in bed, the 
application of nitric acid, and styptics had been tried thoroughly 
and failed to anest the bleeding. Wlien we arrived the patient 
was livid, pulseless, and unconscious. They told us his bowels 
had just acted; the motion was examined and it contained 
nothing but clotted blood. The physician present thought we 
were too late. We at once introduced a large speculum and 
found a large rectal ulcer, one inch (2.54 centimetres) in circum- 
ference, in the centre of which could be seen the bleeding-point, 
which was immediately cauterized with a Paquelin cautery- 
point and the ulcer treated with silver. Hot baths and stimu- 
lants soon revived the patient, who improved from that time on. 

Methods of Arresting Hemorrhage. 

The methods of arresting hemorrhage are many. Those 
found to be most reliable are : — 

1. Ligation. 4. Compression. 

2. Cauterization. 6. Styptics. 

3. Torsion. 6. Application of hot or cold water. 

When internal bleeding is suspected, the patient should be 
requested to empty his rectum. If bleeding has been going on, 
clots of blood will be discharged with the feces. When there 
is reason to believe the bleeding is due to a small vessel or to 
oozing, it can frequently be arrested by simply tightening the 
bandage. If this fail, the rectum should be irrigated for several 
minutes with cold or quite hot water, or with some one of the 
various astringent solutions, as alum-water, the infusion of 
black-oak bark, etc. Astringent powders dusted over the 
bleeding parts, tannic acid, gallic acid, zinc, MonselFs powder 
and other powders known to have a contracting effect on the 
tissues have all been recommended. Monsell's powder has 
been used more frequently than the others, but it has proved 
very undesirable in our hands, not because it did not arrest the 
bleeding, but on account of the filthy condition in which it 



232 DISEASES OF THE RECTUM AND ANUS. 

leaves the wound. In our experience water, hot or cold^ in 
conjunction with compression, lias been satisfactory in every 
respect. When the hemorrhage is profuse, time sliould not be 
wasted on injections and powders. The rectum should be ex- 
posed by means of a speculum and the bleeding vessel searched 
for until it is found and ligated or seared over with the 
Paquelin cautery. If the operator be not so fortunate as to 
have one of these convenient and valuable instruments, a poker 
or a curling-iron may be heated to a red heat and used as a 
substitute. In case tlie vessel is situated so high tliat a Hgature 
cannot be applied, it should be seized witli a pair of artery- 
forceps and tlioroughly twisted, and the forceps left on if neces- 
sary ; for in cases of profuse hemorrhage of the rectum tlie 
patient's life not infrequently hangs upon the thoroughness of 
the work. In case the bk^eding-point cannot be located, we 
must tlien resort to packing the rectum, which must be well 
done ; for there is nothing more deceptive tlian to shove a lot 
of gauze or other packing loosely into the rectum with the idea 
that it will hit the riglit spot and arrest the bleeding. The 
pressure must be made firmly and equally on every side. Mr. 
Allingham packs the rectum after tlie following manner : He 
takes a cone-shaped sponge and places a strong ligature through 
it near the apex. It is then brought back again, so that the 
apex is held in a loop; the sponge is dampened and dusted 
over with some astringent — preferably iron — and squeezed dry ; 
aft;er which, guided by the index finger, it is introduced into the 
rectum, apex first, and carried up five inches (12.7 centimetres), 
leaving the ends of the ligature outside the anus. The rectum 
below the sponge is packed with cotton, dusted over with as- 
tringent powder. When this is completed he seizes the ligature 
and pulls the sponge downward with one hand and pushes the 
cotton up with the other. In this way the sponge is made to 
spread out and the cotton compressed tightly at the same time. 
And, if this be done carefully, he asserts that it is impossible 
for bleeding to occur either internally or externally. We have 
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resorted to this procedure in one case only, iind it proved quite 
eflFective. Another admirable method of arresting the bleeding 
is the India-rubber tampon of Mr. Benton, of England, improved 
by Mr. Edwards as shown in the latter's work. (See Fig. 76.) 
The majority of operations on the rectum are performed 




on the lower inch and a half (3.8 centimetres) of it. When 
bleeding occurs in this locality it can be sjK-edily arrested by 
inserting into the rectum a firm piece of rubber tubing, three 
inches (7.6 centimetres) long and three-fourths of an inch (1.9 
centimetres) in diameter, around wliich has been wrap]>ed 
several layers of gauze. It can be kept iu place by placing a 
safety-pin through the outer end and into a T-bandage. It 
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makes a desirable compress and at the same time allows the 
escape of wind and discharges, and warns us in case the bleed- 
ing has not been arrested. (See Fig. 77.) Hollow vulcanite 
tubes (see Fig. 78), kept at most any instrument-dealer's store, 
act in the same way. The main factor in arresting hemorrhage 
after any operation about the rectum, where the cautery or 
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ligature cannot be used, is to make firm and constant pressure 
over the bleeding-points. 

We once more call attention to the fact that when it 
becomes necessary to pack the rectum it should be done 




Fig. 78.— Hollow Vulcanite Drainago-Tube. 



thoroughly, so that not a single point of the rectum will be 
exempt from the pressure; when this has been accomplished, 
we can retire with the assurance that our patient is i)erfectly 
safe and that all bleeding has been arrested. 



CHAPTER XXI. 

PRURITUS ANI (ITCHING PILES). 

Itching of the anus seems to us to be the most intractable 
of any of the diseases of the rectum and anus which we have 
been called upon to treat. It is very distressing and dishearten- 
ing when present in an aggravated fonn. Patients frequently 
remark that the itching is much more difficult to endure than 
acute pain, and that their lives are rendered almost unbearable 
by it. The term pruritus ani lias been applied to all cutaneous 
affections of an itching character occurring about the anus. In 
many cases there will be no visible patliological change, and no 
cause can be found to account for the itching ; the pruritus, 
however, is usually a symptom of some other disease. It occurs 
more frequently in the male than in the female, and at middle 
life. It is usually more or less constant, but becomes more intense 
after the patient becomes warm in bed at night. The itching is 
not always limited to the margin of the anus^ but may be found 
radiating from it in all directions, extending up the scrotum, 
down the limbs, and over the coccyx and the sacrum in veiy 
bad cases, while numerous cracks and fissures are to be seen as 
results of the scratching. Rubbing the part to relieve the itch- 
ing gives only temporary relief, yet few are able to withstand 
the temptation, though they know from experience that by so 
doing they only make their suffering the more difficult to bear 
on the morrow. The friction excoriates the skin, and in cases 
of long standing the latter becomes dry and glistens like parch- 
ment. Afler a time the pigment is destroyed and the skin is 
white. 

Etiology. 

In some cases the cause can be readily ascertained, and, if 
removed, a cure rapidly follows; in others no cause can be 
found to explain its presence. This has led to much discussion. 

(235) 
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Some claim that the pruritus is due to a local and others that it 

is due to a constitutional disturbance ; while others believe it to 

be a result of habit or some neurotic condition. In a given 

number of cases, no doubt, all of the named factors play an 

important part. We have, in many instances, seen the itching 

disappear when we had destroyed thread-worms which were 

found in the anal folds. We have seen it produced as a result 

of impacted feces, hemoiThoids, ulceration, prolapsus, fistula, 

and fissures ; in fact, anything which encourages a discharge 

from the rectum may induce it. Pediculi and other parasites 

are not infrequent causes; and the same might be said of 

erythema, herpes, or of any variety of eczema, either acute or 

chronic. EiTors in diet— esi)ecially the overindulgence in 

alcoholic stimulants or highly-seasoned foods — and irregular 

habits will likewise produce this condition or aggravate it when 

it already exists. 

Symptoms. 

The most prominent symptom is the unbearable itching^ 
which is made more intense by warmth and contact of the sur- 
faces of the buttocks. We have seen many cases where patients 
were unable to obtain rest for several nights at a time ; and in 
some cases, where they dropped off to sleep, they would scratch 
themselves while unconscious, thus excoriating the anal margin, 
which renders suffering the more intense on the following day. 
We have had a number of patients tell us that, if we did not 
relieve them, they would commit suicide. Only the other day 
a physician made that assertion, for life, in his condition, was 
simply unbearable. From what has been said, we trust that 
we ha\^ made the gravity of this condition apparent, though it 
is so frequently made light of. 

Treatment. 

The treatment consists first in the removal of the cause 
when it can be determined ; but when there is no ascertainable 
local cause and the patient is debilitated or of a strumous dia- 
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thesis, much beuefit may be derived from Fowler's solution of 
arsenic in full doses, codliver-oil, iron, quinine, or from any of the 
numerous remedies employed to build up the system in general. 
If there is reason to believe it due to excesses in eating and 
drinking, the latter should be prohibited and a light diet or- 
dered. When it is due to thread-worms, injections of salt- or 
lime- water will ordinarily destroy them ; in very obstinate cases, 
however, santonine and other anthelmintics will have to be 
used. When due to eczema and the skin is dry and scaly, we 
observe the most benefit from the use of tar preparations, the 
best of which is the soap-liniment. Often much relief is afforded 
by bathing the parts with a solution of alcohol or tar-water. 
When due to eczema of the moist variety, soothing applications 
are preferable, and a good one is boric acid dusted over the 
moist surface. The two raw surfaces should then be separated 
by gauze or other soft dressing to prevent irritation of the 
parts and a spread of the disease. In eczema marginatum, dilute 
sulphurous acid, applied after the parts have been cleansed by 
warm soap-suds, will prove very effective as a cure, and will give 
almost immediate relief. In many cases, unattended by any ob- 
servable local pathological changes, the itching is frequently so 
annoying that palliative remedies are urgently demanded ; these 
are best prescribed either in the form of ointment or lotion, and 
are composed of one or more of the following astringent med- 
icines : Acetate of lead, opium, zinc preparations, chloroform, 
mercury, carbolic acid, salicylic acid, biborate of soda, etc. We 
have derived immediate relief from brushing the diseased parts 
with a solution of silver nitrate (twenty grains to the ounce) or 
Churchiirs tincture of iodine twice or thrice weekly, both of 
which cause some immediate pain, but the relief afforded twenty- 
four hours later will be sufficient to repay patients for all the 
pain they have suffered from the application. In St. Mark's 
Hospital, London, as a rule, they use the following formula, 
which is to be made fresh and applied daily with a camel's hair 
brush or with cotton : — 
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R Liq. plumbi subacetat. (fort.)f • . . 3j ( 4c.cm.); 
Lactis, 3vij(28 c.cm.) ; 

Mi see. 

In cases of eczema, Dr. Bulkley, of New York, recommends 
the following, after cleansing the parts thoroughly with Castile 
soap : — 

U Liq. carbonis detergens (Wright's), . . Jj (30c.cm.); 

Glycerini Jj ( 30c.cra.); 

Zinci oxidi, 388 ( 15 grammes) ; 

Pulvis calaminfle prep., Sss ( 2 com.); 

Aqiite Jvj (180 c.cm.). 

M. Sig. : Apply with brush and anow it to dry daily. 

This is his favorite prescription. 

All of the various tar-ointments will be found serviceable. 
One of the best is composed of 

U Ungt. picis, 3iij (12 grammes) ; 

Ungt. belludoiina?, 3ij ( 8 grammes) ; 

Tinct. aconiti, ^ss ( 2 c.cm) ; 

Ungt. aqucB rosoc, 3iij (12 grammes). 

Space forbids my giving the hundred and one prescriptions 
which have been recommended to cure this annoying condition. 
In many cases it will be found necessary to change from one 
remedy to another until one is found which suits the case in 
hand. This should lead us to be very careful in our prognosis, 
and not commit ourselves as to any specified time that it will 
require to effect a cure in any given case. 

In nervous cases troubled with insomnia it will be neces- 
sary to give something that will enable the patient to sleep. 
We much prefer chloral or the bromides to an opiate^ for the 
latter makes the itching all the more intense on the following 
day, thougli it does enable patients to get some immediate rest 
AUingham, of London, has invented a very ingenious little 
instrument to relieve the itching during the night. It consists 
of a bone or ivory plug, shaped like the nipple of an infant's 
feeding-bottle. When it is inserted into the anus, it is retained. 
It is about two inches (5 centimetres) in length and as thick as 
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the end of the index finger. He claims that it prevents noc- 
turnal itching, by exercising pressure upon the venous plexuses 
and terminal nerve-filaments close to the anus. It gives us 
great pleasure to recommend this little device, for we have tried 
it a number of times and have always found that it relieved or 
palliated the itching. 

Surgical Treatment. — The surgical treatment consists, first, 
in the removal or the cure of any local disease present that 
would be likely to intensify the itching, such as ulcers, hemor- 
rhoids, fissures, polypi, eczema, etc. Thorough divulsion of 
the sphincter and a few applications of silver to any fissures 
and ulcers that might be present will nearly always cure them 
and thereby relieve the itching. Simple divulsion of the 
sphincters, where no local cause could be detected^ has given 
relief in not a few cases ; we are unable to state why at present. 
In one or two cases in which the skin was lacerated for a con- 
siderable distance about the anus, and where it failed to get 
well after the sphincter had been divulsed and the usual rem- 
edies tried, an anesthetic was administered and the diseased 
parts were thoroughly curetted and then cauterized with a 
Paquelin cautery-point. The raw surface left was treated like 
an ordinary burn, and it healed kindly in a short time and the 
itching ceased altogether, proving that the cause of the pruritus 
was, without doubt, within the skin and of germicidal origin. 
Many of these sufferers will wander from one physician to an- 
other until they are in a most pitiable condition and almost 
beyond human aid. This is largely their own fault, for many 
become discouraged and seek a change ere the pliysician in 
charge has had a chance to do the patient and himself justice. 
Even in the most deplomble cases, with due care, the aid of 
surgery, lotions and ointments judiciously applied, their lives 
may be rendered bearable and a cure effected, provided tliey 
surrender themselves entirely to our care. In conclusion, we 
wish to say that, as a rule, the more radical the treatment, the 
quicker the patient will get well. 
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ILLUSTRATIVE CASE. 

Case XXX. — Pruritus Ani (Aggravated Case). 

The case in point was that of a Frenchman of exceedingly nervous 
temperament and an inveterate smoker. The itching commenced fifteen 
years ago, but of late had become so intense that he was unable to sleep 
ut night, and he suffered much during the day from itching and pain 
where the skin had been lacerated. Like all who suffer from this com- 
plaint, he had tried numerous prescriptions and pile-ointments recom- 
mended to cure it, without any benefit whatever. He said that, if he did 
not get relief soon, he would commit suicide, for life was simply unbear- 
able. On examination I found the skin in and around the anus thick 
and parchment-like ; here and there large fissures and cracks, which were 
produced by the constant scratching. Internal examination revealed the 
presence of a large, unhealthy ulcer with raised edges, and, from all 
indications, it had been there for months, if not years. I ascribed the 
outer condition to the foul discharge from the ulcer, and determined to 
cure the same before trying to relieve the itching. Accordingly, the 
ulcer was curetted and incised in two places through several layers of 
the sphincter, to insure rest. It was then brushed over with pure nitric 
acid, and he was placed in bed. He progressed nicely, and on the thinl 
day the rectum was washed out with carbolized water and a solution of 
silver nitrate, twenty grains to the ounce, was applied to the ulcer. In 
addition to this, I applied Churchill's tincture of iodine over the itching 
area after brushing it over with a 6-per-cent. solution of cocaine. From 
this time on the rectum was cleansed daily, and silver was applied both 
to the ulcer and to the itching area twice a week for three weeks, when 
the ulcer completely healed. The applications were continued to the 
outer part one week longer; he was then discharged, the itching l>eing 
entirely relieved. I instructed him to keep his bowels in good condition 
and to bathe the parts every night in cold water. 



CHAPTER XXII. 

DIARRUEA AND DISCUARGES. 

In the chapter on the symptomatology of rectal disease 
we mentioned diarrhea and discharges as being symptoms of 
certain diseases. It is our purpose, in this chapter, to consider 
diarrhea and discharges in detail, that a better understanding 
may be had of them and their diagnostic importance in so far 
as they relate to the study of rectal diseases. During the past 
few years we have had many patients come to us suffering from 
some serious rectal disease. They had been treated for weeks 
and months by internal medication for chronic diarrhea, when 
the frequent stools were excited by a local disease situated in 
the terminal portion of the colon. That in these cases the 
diarrhea was due to local irritation alone was proven by the 
fact that all internal medication was discarded when the seat of 
the disease had been located and a local treatment substituted. 
Invariably when the local disease was cured there would be a 
cessation of the diarrhea. A few weeks ago a lady came to us 
for treatment and gave the following history : She had been 
treated for more than three years for chronic diarrhea, supposed 
to be the result of some derangement of the liver ; she had from 
fifteen to twenty liquid stools in twenty-four hours ; the stools 
were now and then mixed with pus and mucus. The actions 
were preceded and followed by more or less pain, straining, and 
spasmodic contraction of the anal sphincters. On inquiry she 
informed us that her rectum had never been examined and she 
did not think it necessary to have it examined, for diarrhea was 
the only thing that troubled her. We insisted upon the neces- 
sity of an examination ; she finally consented, and we found a 
large ulcer one inch (2.54 centimetres) above the anus, on the 
posterior wall of the rectum ; this ulcer was evidently the source 
of irritation. The sphincters were immediately divulsed, the 
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ulcer curetted, and a strong solution of silver nitrate applied to 
its base. For two weeks thereafter stimulating applications 
were made to it. By this time all the diarrheal symptoms had 
disappeared and she was discharged from the hospital cured. 
We have treated a few cases wherein the diarrhea preceded and 
caiised the local rectal imtation as a result of the frequent irri- 
tating discharges produced by some disease situated higher up 
in the colon. In such a case as the one mentioned, if the orig- 
inal irritation is removed or corrected and the rectal diseases 
remains uncared for, it becomes an independent source of irri- 
tation, excites peristalsis and frequent stools, thus producing the 
same condition tliat formerly gave it birth. Any one of the 
following diseases, when located either in the rectum or sigmoid, 
will be accompanied by symptoms that might be mistaken for 
a simple " chronic diarrhea.'* For this reason we will deal with 
them separately, that we may more fully point out their diag- 
nostic significance : — 

1. Chronic catarrh. 5. Prolapsus. 

2. Stricture. 6. Polypi. 

3. Ulceration. 7. Fecal impaction. 

4. Malignant disease. 8. Villous tumors. 

CJironic Catarrh. — Inflammation of the rectum and of the 
sigmoid is frequently mistaken for diarrhea, and they occur 
often, because: 1. In the first place, all irritating foods that 
have been hurried througli other portions of the digestive tmct 
are longer delayed in the lower portion of the colon. 2. The 
feces become firm and nodular and are jostled from side to side, 
during peristalsis, against the sensitive mucous membrane. 3. 
The feces undergo certain putrefactive changes while still in 
the colon, thus exposing any unsound portion of the mucous 
membrane to the septic organisms contained therein. 

Stricture. — A stricture, from any cause, that is sufficiently 
marked to produce a mechanical obstruction may cause diar- 
rheal symptoms for two reasons. First, when a stricture is of 
long standing there will invariably be more or less ulceration at 
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or above the constriction. This exposes the terminal nerve- 
filaments to any irritating substances. As a result undue 
peristalsis is excited, causing frequent stools. In the second 
place, the liquid feces are readily discharged through the con- 
striction, while firm and well-formed feces are unable to pass 
and accumulate just above it, become hard, irregular in shape, 
and smeared over with a glairy mucus. At frequent intervals 
this mass presses down upon the stricture, producing a sensa- 
tion similar to that felt before stool ; the sufferer goes to the 
closet and endeavors, by continued straining, to empty the bowel, 
but is unable to do so. The mass then acts as a valve ; it rises 
and falls, each time exciting renewed peristalsis, which extends 
upward along the entire intestinal canal, causing the immediate 
discharge around the mass of any fluids contained therein. As 
a result of this abnormal condition, these sufferers spend most 
of their time in the closet straining, and the bowel is being con- 
stantly squeezed dry of everything excepting the impacted mass 
One of these patients once remarked to us that everything she ate 
seemed to be converted immediately into liquid and passed right 
through her. 

Ulceration. — In point of frequency as a cause of diarrhea 
ulceration comes next to catarrh. All who do very much rectal 
work must have observed the frequency of diarrhea as a symp- 
tom of ulceration of the rectum and the sigmoid. Whenever 
the ulcer becomes irritable and very sensitive, any little particle 
of fecal matter lodged within it or the passage of any irritating 
discharge will prove sufficient to excite frequent and prolonged 
peristalsis, resulting in much straining and frequent stools. 
This we have seen demonstrated many times. 

Malignant Disease. — Diarrhea constitutes the most trouble- 
some symptom with which we have to deal in the treatment of 
malignant disease of the lower portion of the colon. The 
straining and the pains which sufferers from this disease have 
to endure are pitiable to behold, especially in the later stages 
of the disease. It has been only a few weeks since a lady was 
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brought to us for treatment. She was suiFering from a caucer- 
ous stricture of the rectum with the above symptoms. She had 
been treated for diarrliea for more than eiglit montlis, and a 
rectal disease had never been suspected. 

Prolapsus {indading Invagination). — Gases of prolapsus 
and invagination of the rectum and the sigmoid have been 
mistaken and treated for chronic diarrhea, on account of the 
frequent discharges of hirge quantities of mucus. Mucous dis- 
charges are always present when either of these conditions is 
found. 

Polypi. — Polypi, when located either in the rectum or in 
the sigmoid, act as a source of irritation and excite an abnormal 
secretion of mucus, whicli is discharged at frequent intervals 
and may be mistaken for chronic diarrliea from other causes. 

Impaction of feces. — It is a well-known fact that diarrhea 
is sometimes a symptom of fecal impaction. Well-formed feces 
cannot pass the impacted mass, which, acting as an irritiint, 
excites peristalsis and causes only the liquid portions of the 
feces to be discharged, at frequent intervals, around the 
impacted mass. 

Vxlloiis Tumors. — The leading symptom of a villous tumor 
is frequent discharge of large quantities of mucus which 
resembles very much the white of an egg. 

Pathological Anatomy. 

The pathological anatomy in cases of chronic diarrhea 
varies in appearance very much, depending upon the disease 
which produces it as well as the length of time it has existed. 
When diarrheal symptoms are the result of 2>yolapsus^ polt/pi^ 
villous tumors, colitis, proctitis, or impcuiion, the mucous mem- 
brane will appear congested and will be smeared over with a 
thick, glairy mucus, pus, or both. If these are not corrected 
the membrane soon loses its smooth, velvety appearance ; be- 
comes much thickened, indurated, and firmly attached to the 
submucous tissues, sometimes forming a long, tubular stricture. 
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When due to idceration^ stricture^ and maUynant disease, the 
mucous membrane, in the earlier stages of the disease, presents 
an appearance very much like that referred to above ; but when 
the ulceration begins to extend, it soon loses that smooth feel 
and appears ragged and irregular to the touch. When a 
stricture has formed, no matter whether it be malignant or not, 
ulceration will almost invariably be present at the point of con- 
striction as well as above and below it. In many cases thei-e 
will be a periproctitis, which may terminate in an abscess and 
fistula. The entire rectal wall will be very thick, hard, and 
firmly attached to the neighboring tissues and organs. The 
finger, introduced hito the bowel, will come in contact with 
many irregularly shaped nodules, cavities, or cicatricial bands ; 
and when passed within the constriction, a sensation is felt 
similar to that produced by a strong rubber band placed around 
the end of the finger. 

Symptomatologt. 

Pain, tenesmus, and frequent stools are undoubtedly the 
most annoying of the many and varied symptoms of which 
these sufferers complain. In one case they will be mild, in 
another severe, depending both upon the disease and the extent 
to which it has progressed. When the symptoms are due to 
polypi^ viUoiis tumors^ prolapsus^ impaction of fecea^ chronic 
colitis^ ox proctitis^ the symptoms will be very much alike, — that 
is to say, in all probability tliere will be from six to ten stools 
daily, accompanied by a smarting, burning pain, tenesmus, and 
eversion of the mucous membrane, wliic^h will be congested. 
When a prolapsus, a polypus, or a villous tumor is present, in 
addition to the above symptoms, the patient will complain of 
something protruding from the anus. 

Cliaracter of the Stooh, — They are always liqnid or semi- 
solid. The majority of them will be made up entirely of mucus, 
which will be mixed now and then with pus and blood when 
ulceration has commenced. The remainder of the stools will 
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consist of liquid and semisolid feces. Sometimes patients com- 
plain of 2^(ei7i and tenesmus over some portion of the intestines 
or colon, to be followed on the morrow by frequent discharges 
of miLcus and shreds and sometimes almost perfect casta of the 
bowels^ which at first appear to be the mucous membrane itself, 
but when pulled apart prove to be thick exiulatioiu that have 
formed on the membrane, resembling the false membrane seen 
in diphtheria. The cause of this variety of inflammation is 
very obscure at the present time. It is thought to be of nervous 
origin and we have been in the habit of diagnosing such cases 
as memhranoxis enferifis. When the mucous membmne is irri- 
tated from any of the diseases mentioned, the sphincters ani will 
alternately contract and relax, caushig the patient much annoy- 
ance ; and, when the exciting cause remains for any great length 
of time, the sphincters become tired out and remain passive, 
necessitating the wearing of a napkin constantly to prevent the 
escape of the feces. 

In the earlier stages of ulceration^ stineture^ and malignant 
disease^ one or all of the symptoms just described may be 
present; they become aggravated as tlie disease progresses. 
In addition to them, there will be a variety of reflex disturb- 
ances of the neighboring organs that are liable to be mistaken 
for ovarian neuralgia, diseases of the uterus, prostate, or other 
pelvic diseases. There will be pains in the back, abdomen, 
and down tlie limbs; but the most annoying symptom of 
them all is the almost constant straining and never ceasing 
desire to empty the bowel, which many times is a physical im- 
possibility. When a stricture is present, no matter whether it 
be malignant or not, the liquid feces are discharged through it 
at short intervals, while the solid portion accumulates above it 
and acts as a foreign body, producing the sensation felt just 
before stool. As a result these sufferers spend much of their 
time in the closet, straining and tr}ing to empty the bowel, — a 
thing impossible to do on account of the mechanical obstruction. 
They are forced to leave the closet with the feeling that some- 
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thing that ought to pass away still remains in the bowel. In 
all sucli cases the sphincters become passive and the annoyance 
of incontinence is added to the suffering. It is hardly necessary 
to call attention to the fact tliat these patients look worn out, 
have a sallow complexion, hollow eyes, are extremely nervous, 
and that many of them are in the habit of taking morphine, 
opium, cliloral, or the bromides that they may get relief from 
pain and tenesmus. 

Diagnosis. 

It is easy to make a correct diagnosis of any of the diseases 
under discussion if one first get a history of the case and then 
make a thorough digital and visual examination of the rectum 
and as much of the colon as possible. Whenever there is any 
doubt as to the real conditions present, the patient should be 
placed on the table in a good light, and the examination com- 
pleted under chloroform. In chronic catarrh the mucous mem- 
brane will be congested, thickened, immovable, and smeared over 
with an abundance of tliick, glairy, ropy mucus. A sweep of the 
finger around the rectal wall will readily detect the presence of 
polypi^ for they are always attached by a long, narrow pedicle. 
A prdlapsiis will be recognized by the everted mucous mem- 
brane, the globular form of the tumor, the slit in its centre, and 
the fact that not only one side, but the entire circumference of 
the bowel is involved. When ulceraticyn is present the mucous 
membrane will feel irregular and ragged to tlie toucli. When a 
speculum is used, the ulcers, when located within four or five 
inches (10 or 12.7 centimetres) of the anus, come into plain 
view. Malignant disease and stricture can be recognized by 
the diminution in the calibre of the bowel, as a result of cica- 
tricial bands, or from hard nodular tumors, with ulceration at 
and above tlie point of constriction. When extensive ulceration 
is present the stools will vary in frequency, from four to fifteen 
a day, and will be almost entirely liquid, for the reason that the 
food is not retained long enough within the intestinal tract to 
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become firm. There will be frequent discharges of mucus 
mixed with pus and tinged with blood. Now and then, when 
the ulceration has encroached upon a blood-vessel, the entire 
motion will be made up of clotted blood. In malignant disease 
and stricture the discharges resemble those of extensive ulcer- 
ation, but added to them are small detachments of broken-down 
tissue. In the later stages there will be more or less blood in 
every stool ; the blood becomes mixed with mucus and pus, 
giving the discharge an appearance not unlike cold coffee* 
grounds. The discharges become more frequent as the tissues 
break down. 

Prognosis. 

The prognosis of chronic catarrh^ prolapsus^ viUmis tumors^ 
and iK>lyi)i is usually good, and a cure may be obtained in a 
short time. In benign stricture and in ulceration it is good in 
so far as a fatal termination is concerned. There are many 
cases, however, that require a long treatment ; and we cannot 
promise some patients anything beyond a fairly-comfortable ex- 
istence. In maUgnant disease tlie prognosis is exceedingly un- 
favorable. Unless the disease is recognized and removed almost 
at its inception, death will ensue in a few montlis. We can, 
however, prolong life from six months to three years, and make 
such patients compamtively comfortable while they do live, if 
they will submit to colotomy. 

Treatment. 

The first step in the successful treatment of the conditions 
under discussion is to search out the cause and remove it, else 
all rem(»dies given to arrest the frequent stools and discharges 
will be of no permanent benefit. We shall not attempt in this 
chapter to enter into the minute details of the treatment of the 
various pathological conditions that might cause frequent stools 
or discharges of various kinds. We shall mention only the 
most salient features, referring those who desire further informa- 
tion to other chapters wherein treatment of these diseases is 
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discussed at length. In all treatments the diet should be re- 
stricted to non-irritating, easily-digestible foods, such as soup, 
soft-boiled eggs, pure ,beef-juice, broiled steak, plenty of milk, 
etc. Regular hours for eating, sleeping, exercising, and attend- 
ing to the calls of nature must be insisted upon, for irregularities 
in living are largely responsible for many of these diseases. 
When there is any constipation it should be corrected by mass- 
age of the intestines, assisted by moderate quantities of some 
mild cathartic mineral waters or a tonic pill composed of aloin, 
strychnine, and belladonna, given tliree times daily. Strong 
purgatives are contra-indicated ; their elFect is temporary, and 
frequently they only increase the irritation already present. 
The treatment proper should be both 

1. Palliative. 2. Operative. 

Chronic Catarrh. — There are two essential features in the 
treatment of this condition : first, absolute rest in bed in the 
recumbent position ; second, the bowels should be kept dear of 
all imtating ingesta. In addition to these, the rectum and 
colon must be flushed daily with large quantities of boiled, 
filtered water and antiseptic and astringent solutions. We have 
been in the habit of injecting, through a colonic tube, a quart 
of water containing thirty grains of the nitrate of silver twice a 
week. In the meantime some good solution, such as weak 
alum-water, — say, two teaspoonfuls to half a gallon of water, — 
is injected every night. A favorite injection is composed of 
boiled linseed-oil, two ounces; subnitrate of bismuth, one 
drachm ; and the balsam of Peru, two drachms. Mathews, of 
Louisville, prefers the following : — 

B Sweet almond-oil, Oj (473.11 c. cm.) ; 

Subnitrate of bismuth, .... Jiij ( 93.31 grammcB) ; 
Iodoform 3j ( 3.88 grammes). 

Sig. : Shake well and inject one ounce twice a week. 

We have recently tried this prescription in two very 
aggravated cases and were well pleased with the results. A 
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fountain-syringe will do to flush the rectum, but we much 
prefer a Davidson or large, hard-rubber piston-syringe, when the 
medicine is to be thrown into the colon, for two reasons : In the 
first place, when attached to the tube, if the latter get lost in a 
fold of the mucous membrane, the water can be tlirown against 
it with such force as to raise it, and the tube will then pass 
upward into the sigmoid and the colon ; in the second place, 
tlie exact amount of medication that we desire to use can be 
thrown into the bowel. On the other hand, when the fountain- 
syringe is used, a small quantity is liable to be lost in the long 
tubing. 

Stricture of the rectum requires both palliative and opera- 
tive treatment. The object in the first is to alleviate the pain 
that the patient may obtain rest, and is best done by keeping 
the bowel clean by flushing it with antiseptic solutions, to be 
followed up by the use of soothing lotions, applications, and 
ointments. The operative procedures resorted to for the relief 
of strictures are three in number (see chapter on stricture) : — 

1. Colotomy. 3. Dilatntion : 

2. Posterior proctotomy. (a) Gradual or (6) forcil)le. 

We might add that in cancer the indications for treatment 
are almost identical with those of stricture. 

Polypi — The treatment of polypi is very simple. They 
are seized with a pair of catch-tooth forceps, pulled down, 
ligated, and that portion external to the ligature excised. 

Prolapsus in mild cases should be treated by astringent 
injections, and nitric acid applied to the redundant tissue. 
When an operation is indicated there are a number to choose 
from, but the most satisfactory is to draw a Paquelin cautery- 
point over the redundant mucous membrane a number of times 
from above downward ; if it is a very bad case the point should 
be pressed deeply hito the sphincter muscle in two or three 
places. Some prefer excision of the protruding portion of the 
gut, and still others recommend certain plastic operations. 
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Ulceration, — Simple ulceration of the rectum or the sig- 
moid will usually heal when kept clean and stimulated by the 
application of nitrate of silver (gr. xv to the ounce), balsam of 
Peru, calomel, and the stearate of zinc with iodoform, menthol, 
or ichthyol. When the ulceration is chronic, it will be necessary 
to either divulse or incise the sphincter and curette the ulcer. 
The after-treatment consists in keeping the rectum clean and 
applying the stimulating medicines just named; in all prob- 
ability the ulceration will be perfectly healed in two weeks. 

Villous Tumors. — Villous tumors are best removed by 
transfixing their bases with double ligatures. This ligature is 
to be cut and each side tied separately. 

Fecal Impaction. — Fecal impaction can be relieved by 
abundant and frequent injection of hot water, oil of turpentine, 
etc., in conjunction with frequent massage of the fecal tumor. 

ILLUSTRATIVE CASES. 
Case XXXI. — Chronic Diarrhea Caused by Uix^eration. 

I present this ease from the fact tliat it is of interest to both the 
surgeon and the general practitioner. The patient was a married lady 
30 vears old. She informed me tliat she had suffered from diarrhea for 
five 3' ears, often going to the closet eight or ten times a day. She had 
experimented with various medicines, she had ])een prescribed for by 
prominent physicians, and she had taken patent nostrums, but all to no 
purpose. Tlie Chinese doctor had been consulted ; he failed to cure her ; 
she then tried osteopathy with a like result. Becoming discouraged, she 
went to her family- physician ; he referred her to me for treatment. An 
examination revealed the presence of several unhealthy ulcers extending 
from the upper margin of the external sphincter below to the upper 
portion of the internal. The}- varied in size from that of a green pea to 
a quarter of a dollar, the largest one being on the posterior surface. After 
the patient was anesthetized and the sphincter divulsed, I curetted the 
ulcers and incised the large one, which was situated directly over the 
muscle, to prevent its contracting. The ulcernted area was then brushed 
over with silver nitrate. On the third da}'^ after the operation she had an 
action from her bowels. The rectum was then irrigated and the silver 
applied to the ulcer again. The same procedure was carried out every 
three days for a month, when the ulcers were entirely healed. During 
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this time she had not the slightest tendency to diarrhea. At the end of 
six weeks I lost sight of her and did not see her again for twelve months, 
when one day she called at my office and informed me that she had 
entirely recovered. 

Case XXXII. — Cheonic Diarrhea Caused by Rectal Polypi. 

Mr. W. B., a photographer, came to me suffering from a chronic 
diarrhea of four years' standing, with the following symptoms: Ue had 
from four to ten actions daily, which were accompanied by a great deal 
of pain and straining. The stools were always liquid and consisted of 
mucus. The bowel felt as if some foreign bodj' were within the rectum, ex- 
citing almost constant irritation and a desire to go to stool. He had under- 
gone treatment from a number of physicians, who diagnosed his case as 
one of simple chronic diarrhea and prescribed accordingly. On account 
of the large quantities of mucus discharged, I suspected some local dis- 
ease of the colon or the rectum, and proceeded to make a digital exam- 
ination. Immediately upon the introduction of the finger, I detected a 
large, soft tumor the size of an English walnut. Further examination 
revealed the presence of another equal in size. The finger could be 
passed around them, and their attachment to the rectal wall was located 
with little difficulty. 

TreatmenL — He was chloroformed, placed in lithotomy position, 
and the rectum irrigated. The tumors were in turn seized, pulled down- 
ward, and the author's clamp was tightly adjusted to the pedicle at its 
junction with the mucous membrane. That portion of the polypus ex- 
ternal to the clamp was then excised (as in the operation for hemorroids) 
and the stump carefully cauterized with a Paquelin cautery. The patient 
was placed in bed, and the nurse instructed to keep him quiet for thirt}'- 
six hours. On the third day his bowels acted, and he was allowed to 
walk around some. At the end of one week he returned to the gallery, 
and from then to the present time, two years after the opration, he has 
not been troubled with diarrhea. I recite this case for the reason that it 
proves beyond a doubt that the frequent stools were the result of the 
irritation excited by the presence of the polypi^ and not from any 
abnormal condition of the stomach or small intestine. 



CHAPTER XXIII. 

CONSTIPATION. 

It is doubtful if there is any other ailment that we are 
subject to which is more prevalent, causes more annoyance, or 
taxes the patience of both physician and patient more than per- 
sistent constipation. It is not always an easy thing to tell just 
where health leaves off and constipation begins. Physiology 
teaches us that we ought to have at least one free action in 
every twenty-four hours; yet it is an every-day occurrence to see 
those who do not have an action more than once every two or 
three days, and still others who may have two actions daily, 
and so far as appearances go one is just as healthy as the other. 
Constipation is one of the most frequent symptoms of rectal 
disease, and at the same time one of the most common causes 
of the same. In fact, it may be a symptom of some other dis- 
ease or an independent disease of itself There are so many 
causes of constipation that we shall not attempt to record them 
all, but will mention the more common ones under the following 
headings : — 

1. Mechanical obstruction. 3. Deficiency of the secretions. 

2. Defective peristaltic action. 4. Sundry causes. 

Mechanical Obstruction. 

Under the first heading are included all those causes 
whereby the feces are prevented from having a free passage 
along the intestinal tract, — as stricture, congenital or otherwise ; 
polypi, tumors within or without the bowel, intussusception, 
enlarged prostate, prolapsed uterus, etc. 

Defective Peristaltic Action. 

There are many things that play their respective parts 
in causing a diminished peristaltic action ; irregular habits in 

(253) 
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living, liowever, heads the list, and the manner in which it does 
so becomes at once apparent when we study the act of defeca- 
tion. Modern pliysiology teaches that the feces collect in the 
lower portion of the sigmoid and remain there until shortly 
before stool, when peristalsis commences and they are moved 
downward into the rectum, and the desire to go to stool is felt. 
If this warning of the approach of the feces is appreciated and 
the contents of the rectum promptly expelled^ all is well ; on 
the other hand, when this hint is ignored, reverse peristalsis 
returns the feces to the sigmoid, where they remain until they 
are again propelled into the rectum, causing the sensation just 
described. If this, like previous sensations, is ignored day after 
dav, the mucous membrane soon loses its sensitiveness and the 
muscular coat its tonicity, and, as a result, large quantities of 
I'ecal matter may accumulate in the sigmoid and the rectum 
without causing the least desire to go to stool. Irregular time 
for eating and improper diet are prone to diminish i)eristaltic 
action ; for it is a well-known fact that foods that contain very 
little liquids and tliose that leave little residue are liable to 
accumulate in the bowel and some time press upon the nerves 
sufficiently to produce a paresis of the same. 

Deficiency of the Secretions. 

Many of the causes that produce a diminished peristaltic 
action are equally prone to lessen the normal secretions of the 
bowel. Again, the intestinal secretions are diminished in certain 
hepatic diseases where there is a deficiency in the amount of 
bile emptied into the bowel, also when there is inactivity of the 
intestinal glands from any cause. 

Sundry Causes. 

Under this heading are included those causes that are the 
result of disturbances that are more general in character, such 
as diabetes, melancholia, insanity, old age, and many others, 
including those that are purely of local origin in the terminal 
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portion of the colon and the rectum. We will mention these in 
the order of tlieir frequency as causes of constipation : — 

1. Anal fissure. 3. Stricture (benign or malignant). 

2. Ulceration. 4. Polypus. 

Fissure and ulceration are causes because people thus 
afflicted put off going to stool just as long as they can, on 
account of the pain that accompanies and follows the act of 
defecation. The others produce constipation because they 
obstruct the passage of the feces. 

Symptoms. 

Among the symptoms other than the irregularity and 
incompleteness of the stools may be mentioned headache, inat- 
tention to busmess, loss of memory, melancholia, sallow com- 
plexion, indigestion, loss of appetite, etc., besides a long train 
of nervous and reflex phenomena. Perhaps the most frequent 
and annoying reflex symptom that accompanies constipation is 
the frequent spasmodic contractions of the external sphincter 
muscle. Sphincteric spasm is excited every time the fecal mass 
presents itself at the anus and is not promptly expelled. Again, 
the sphincter is kept in a constant state of irritability when the 
feces collect in large quantities within the colon, sigmoid, or 
rectum, because of the reflex disturbances set up as a result of 
the pressing of the mass upon the very sensitive mucous mem- 
brane and anus. The result of all this is that the muscle 
becomes hypertrophied and very strong from the additional 
work. Frequently the spasm of the muscle is caused by the 
presence of a fissure in the mucous membrane caused by the 
expulsion of hardened feces. In fact, we believe that in most 
cases of constipation, accompanied by hypertrophy of the external 
sphincter, a careful examination will reveal the presence of a 
fissure, an ulcer, or both. The muscle now, instead of being a 
voluntary help in the act of defecation, forms an obstruction 
beyond control of the will and only aggravates tlie condition 
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that originally gave it birth. In another part of this chapter 
we mentioned the fact that certain local conditions of the 
rectum might be put down as causes of constipation ; here we 
wish to say that constipation is the most frequent cause of rectal 
disease, and that any one of the following local diseases of the 
rectum and anus may be a symptom of constipation : — 

1. Anal fissure. 4. Prolapsus. 

2. Ulceration. 5. Proctitis and periproctitis. 

3. Hemorrhoids. 6. Neuralgia and coccygodynia. 

Anal Fissure. — When an action has been deferred for 
several days the feces accumulate; the watery portion is ab- 
sorbed ; they become dry, hard, nodular, and very difficult to 
expel, ofttimes making a rent in the mucous membrane that 
eventually becomes an irritable fissure. 

Ulceration. — Ulceration of the rectum and of the sigmoid 
is a frequent symptom of })ersisten*t constipation, because the 
pressure on the nutrient blood-vessels by the fecal mass causes 
a necrosis of the tissues. 

Hemorrhoids. — Constipation is productive of hemorrhoids 
in several ways ; firstly, because of the obstruction to the retuni 
of the venous blood ; secondly, because of the venous engorge- 
ment of the hemorrhoidal veins during the violent and prolonged 
straining every time there is an action ; thirdly, because of the 
general laxity of the tissues in those suffering from constipation. 

Pi'olapsxis. — A prolapsus of the mucous membrane or of 
the rectum may be caused by the fecal mass's pushing it down in 
front of the mass when an action does occur. Again, prolapsus 
may be the result of a paresis of the bowel caused by pressuitj 
of the mass on the nerves. 

P)'Oiititis and Periproctitis. — An inflammation of the rec- 
tum and surrounding tissues, that may or may not terminate in 
abscess and fistula, is frequently caused by constipation as a re- 
sult of injury to the very sensitive mucous membrane by the hard- 
ened feces ; and, further, from the fact that feces, when long re- 
tained, undergo decomposition and expose any unsound portion 
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of the mucous membrane to the many septic organisms contained 
within them. 

Neuralgia and Coccygodynia. — The fecal mass within the 
sigmoid sometimes presses upon the neighboring nerves, causing 
reflex pains to be felt in the region of the sacrum and coccyx ; 
such pains are usually diagnosed as neuralgia of the rectum, or 
coccygodynia. 

In addition to causing the diseases just enumerated, con- 
stipation will aggravate any other disease of the rectum or colon 
that might be present. It at once is obvious that the treatment 
of constipation should be perfectly understood by all who may 
confine their practice to rectal and anal diseases. 

Treatment. 

Many papers have been written outlining tlie treatment of 
this annoying condition, and a thousand and one remedies have 
been recommended for its relief, and almost as many have proven 
failures. It is a question if there have not been more cases of 
persistent constipation caused by strong purgatives than liave 
been cured by them. We wish to state that we believe tliat 
certain tonics and mild laxatives (preferably reputable mineral 
waters) are of great value in the beginning of constipation ; 
and, further, that they sometimes do good in constipation of the 
worst form. All who have treated many cases of constipation, 
however, must have noticed how quickly the remedies prescribed 
for the relief of this condition lose their power. The dose has 
to be repeated or, still better, a new drug substituted ; in a short 
time another must be selected, and so on until both patient and 
physician are disgusted. In our own practice we liave not used 
any medicine for a number of years in the treatment of consti- 
pation. Our results have been markedly better since we 
adopted our present plan. We do not wish to go on record as 
stating that we can cure all cases of constipation without med- 
icine; but we desire to say that almost every case can be 
benefited, and a very large percentage of them perfectly cured, 

17 
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witljout any medicine whatever^ — a fact that we have demon- 
strated in private practice and to classes at the University Med- 
ical College many times. The plan that we follow we have 
designated the 

NON-MEDICINAL METHOD. 

This method of treating chronic constipation has been 
outlined before by us in a number of medical societies and in 
periodicals during the last four years. We first called attention 
to this method of treatment at the Kansas City Academy of 
Medicine in January, 1891. Then before the Jackson County 
Medical Society of this city, in February, 1892; next at the 
Missouri Valley Medical Society at St. Joseph, Mo., March 16, 
1893. The paper last mentioned appeared in the Medical 
Herald the same month. The suggestion came to us through 
our operations for the relief of certain pathological conditions 
about the anus wherein the external sphincter muscle had been 
divulsed to insure complete rest. Our patients would frequently 
remark that we had cured them of their constipation as well. 
At first we did not understand how it hap|)ened ; but, after 
studying the matter closely, we came to the conclusion that it 
must be due to the dilatation, and, on referring to AUingham's 
work on rectal diseases, we found that he had had the same 
experience and advised divulsion as one of the essential features 
in the treatment of constipation. We then tried it in a numl)er 
of old cases tliat we had attempted to cure by medication, and 
the results were very satisfactory, but not all that we had hojx^d 
for. In some the benefit was permanent, while in others it was 
only temporary ; we came to the conclusion that other features 
must be added to the treatment in order to combat successfully 
this ainioying condition. After experimenting with a large 
number of cases we added the following features, which we 
practice, as a routine, after any local condition that might aggra- 
vate tlie costiveness has been corrected : — 

1. Divulse the sphincter. 

2. Practice frequent abdominal massage. 
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3. Use copious injections of warm water into tlie colon and 
the rectum. 

4. Apply electricity over the abdomen and per rectum. 
That part of the treatment just referred to must be carried 

out by the physician ; the patient, too, must do his duty by 
observing the following rules :-^ 

5. Go to stool daily and- as near the same hour as is 
convenient. 

6. Correct errors in diet. 

7. Drink an abundance of water and eat sufficient fruit 

8. Take plenty of out-door exercise daily. 

9. Take a cold bath every morning, to be followed by 
thorough rubbing. 

10. Dress warmly in winter and coolly in summer. 

11. Change occupation or climate if the case demand it. 

12. Be temperate in all things. 

Dilatation. — When the constipation is caused or made 
worse by an hypertrophied sphincter, or a spasm of the same from 
any cause, thorough divulsion should be practiced at the earliest 
opportunity, and great care must be taken not to lacerate the 
muscle. We have a case of complete incontinence luider treat- 
ment at the present time, caused by a too rapid and careless 
divulsion. Dilatation can be accomplished in two ways, either 
by immediate or gradual divulsion, the first to be done under 
an anesthetic, by inserting the two thumbs into the anus and 
stretching the muscle thoroughly in every direction until there is 
no resistance. Many dilators have been devised for this purpose 
(see pages 169 and 170), but none of them have any advantage 
over the fingers, and are more apt to do injury to the bowel. 
Gradual divulsion is selected in cases where an anesthetic is 
deemed unsafe and where the patient's consent cannot be 
obtained to take the same ; it can be accomplished also by the 
aid of almost any of the many forms of rectal bougies. We 
prefer the soft rubber (Wales's), which can be had in any size. 
The Wales bougies are about twelve inches (3 decimetres) in 
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lengtli and have an opening through the centre tlirough which 
the colon and tlie rectum can be douched if the occasion 
demand it. They are better than the short Pratt or the Ideal, 
because in addition to the dilatation they seem to act as an 
irritant to the sensitive mucous membrane, reach higher up the 
bowel, and excite renewed peristaltic action. It is better to 
commence with a small size, — say, a No. 6, — leave it in a few 
minutes, until the muscle becomes used to it, when a larger size 
may be selected, and so on until a No. 12 can be introduced 
with ease. 

It is better to do too little than too much at the first sitting, 
for sometimes the sphincter is very stubborn and requires caw- 
ful handling or its irritability will only be increased. Patients 
come to our office two or three times each week, the bougies 
are introduced and allowed to remain within the bowel until 
sphinctenc resistance is overcome^ and many times their with- 
drawal will be followed by a copious stool. Immediate divul- 
sion is seldom required more than once if a large-sized bougie 
is used from time to time afterward, just as in gradual divulsion. 
Wlien thorough dilatation has been accomplislied the muscle, 
instead of acting as an impassable barrier to tlie discharge of 
the feces, now offers only passive resistance, sufficiently strong, 
however, to prevent any unpleasant accidents, yet not strong 
enough to resist the power of the expiratory muscle when 
brought into full play during defecation. As a result of this, 
any large quantities of feces that have accumulated can he ex- 
pelled, tlius doing away with one of tlie sources of irritation, 
and the tonicity and sensibility of the bowel may be restored 
from the pressure's being taken off neighboring nerves. 

Ahdominal Massage, — This we regard as one of the most 
essential features in the treatment of habitual constipation. 
Massage is quite ancient, having been practiced by Hippocrates. 
It was not until quite recently, however, that the physicians at 
home and abroad recognized in it a powerful remedial agent if 
properly handled, and gave it their scientific attention, thereby 
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lifting it out of the hands of " charlatans " and " robbers," 
where it had long been left. We have been practicing it exten- 
sively during the last four or five years, in connection with other 
features mentioned in the treatment of constipation, and have 
found it to be a most valuable adjunct. With the patient in 
the recumbent position on a table (Allison's) which can be 
manipulated in sucli a way that the head may be raised or low- 
ered and the body rotated from side to side, that the intestines 
may be changed from one position to another, we make gentle 
but firm pressure, with the palm of the hand and ball of the 
thumb over the huge intestine, beginning in the right iliac fossa. 
The course of the colon is followed into the left, accompanying 
the pressure by kneading the parts thorouglily with the fingers. 
This same procedure sliould be gone over several times, and 
sliould occupy in all about ten or twelve minutes. In the be- 
ginning the massage should be practiced every other day ; later 
on in the treatment, twice a week will suffice. 

Besides massage of the large intestine, special massage 
must be given to the liver and small intestine when there is a 
diminution in the amount of bile discharged and of the intes- 
tinal secretions. The patient cannot give himself massage, be- 
cause every effort on his part will be followed by contraction of 
the abdominal muscles, which prevents deep manipulations. If 
a patient is unable to pay for the treatments, we would recom- 
mend, as do the German physicians, that he take a metal ball 
or one of those used for bowling, weighing from three to five 
pounds, covered with cloth to prevent chilling the skin, and 
while in the recumbent position roll it daily over the course of 
the colon. 

Massage renders valuable assistance in the treatment of 
constipation in several ways : — 

1. It improves the circulation and stimulates the nerve- 
centres to renewed action. 

2. It loosens adhesions and dislodges and breaks up fecal 
impaction. 
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3. It restores tone to fatigued and inactive muscular fibres. 

4. It excites the liver and intestinal glands to renewed 
action. 

5. Altogether it assists normal peristalsis to take place. 

Copious Warm-Water Lijectioiis, — In beginning the treat- 
ment of constipation much benefit can be had from daily injec- 
tions of warm water when properly given ; they soften any fecal 
mass that miglit be lodged in the bowel and allow it to be dis- 
charged. It is not sufficient to flush the rectum alone, but the 
colon should be reached as well, for tlie feces become impacted 
more frequently in the latter than in the former. To do this 
well one must have a colonic tube from eighteen to twenty- 
four inches (46 to 61 centimetres) in length and a good 
syringe, — preferably a Davidson, bulb, hard-rubber piston, or 
a fountain, — the nozzle of which can be inserted into the tube. 
The syringe is then filled and the patient requested to place 
himself in the Sims or recumbent position. When the tube 
has been well oiled with some stifl* lubricant, it is passed slowly 
and gently up the bowel until it becomes lodged beneath a fold 
of the bowel. A few ounces of water are then allowed to pass 
through it ; at tlie same time pressure is made upward with the 
tube. In this way the fold will be lifted upward out of the way 
each time the tube meets with resistance ; the same procedure 
must be gone through with until the tube is well within the 
colon. Then let the water run imtil the colon is distended. It 
will take anywhere from half to a gallon of warm water, or more, 
depending upon the amoimt of feces present. The water should 
be retained as long as possible that it may permeate the mass. 
The injections may be kept up until normal peristaltic action 
and glandular secretion have been re-established, and no longer. 

It has been demonstrated frequently that when normal 
defecation is interfered with by daily injections of water (Hall 
treatment), the bowel makes no attempt to get rid of the con- 
tents, but patiently awaits the convenience of the interested 
person and the injection which relieves it of all duties. 
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Electricity. — Electricity has been very liighly recommended 
by many writers on the treatment of constipation. We have 
used it a number of times with varied success. Some prefer 
galvanism, others faradization. One pole may be placed over 
the spinal column and the other moved about over the course 
of the colon, or one over the spine and the other within the 
rectum. As yet, we have not been convinced that electricity 
alone is sufficient to cure very persistent cases of constipation, 
but are quite positive that much benefit can be liad wlien 
it is properly used in conjunction with dilatation, massage, etc. 
Its action is similar to that of massage in that it restores mus- 
cular tone and glandular activity. 

The features of the treatment just referred to should be 
carried out by the physician himself, while those to follow are 
to be practiced by the patient under the supervision of the 
physician. 

Go to Stool Daily at the Same Tlour, — Patients sliould go 
to stool daily at the same hour (preferably just after the morning 
meal). This may seem unimportant, but experience has shown 
us that the bowel can be educated to act at the same hour daily ; 
or, on the other liand, not more than once in two or tliree days 
in those who are careless in their liabits. This may not be 
accomplished in those who have persistent constipation, at firsts 
but if they will persevere in going to tlie closet at or near the 
same time every day, and devote their entire time while there 
to the expulsion of the fecal contents, and not make it a reading- 
room^ they will bring about tlic desired result. Patients are 
prone to become discouraged at first; they should be informed 
that it does not make any difference so far as tlie ultimate result 
of the treatment is concerned if the bowel does not act regularly 
during the first few days. 

Correct Errors in Diet, — This is one of the most essential 
features in the treatment. All foods known to disagree with 
patients should be discarded. Wo shall not have space to lay 
down a fixed diet-list, but desire to say that it should consist as 
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far as possible of easily-digestible foods, intermediate between 
meat on the one hand and milk on the other, and, in children, 
proportionately rich in fats, albuminoids, and sugars, while poor 
in starches. All meals should be served at regular hours and 
under pleasant surroundings ; it has been observed that digestion 
is more or less interfered with during anger and sorrow. 

Drink an Abundance of Water. — There are few better 
laxatives than a glass of cold or hot water, taken upon an 
empty stomach before breakfast. Water prevents the feces from 
becoming dry and impacted. A reasonable amount of fruit, 
such as apples, oranges, and figs, should be eaten ; they will do 
much toward relieving the constipated condition. 

Take Sufficient Ontnloor Exercise, — Persons suffering from 
constipation should take regular out-door exercise; and, if con- 
venient to a gymnasium, we would recommend that they spend 
half an hour each day developing the various muscles of the 
body. There is not a question but the Germans, who are noted 
for their out-door sports and gymnastic exercises, suffer much 
less from constipation than we Americans, who do not take time 
to do anything but work for the "Almighty dollar." 

Take Baths Daily, — The best time to take them is before 
breakfast. The colder the water, the better ; the bath should 
6e followed by a thorough rubbing of the skin with a Turkish 
towel. This stimulates the circulation, increases peristalsis, and 
opens up tlie pores of the skin. Assimilation will then take 
place. Altogether one feels like a new man and ready to under- 
take tlie arduous duties before him for the day. 

Dress to Suit the Season, — It is a well-known fact that cold 
is conducive to constipation and warm weather to diarrhea ; 
hence it is very essential that we should dress warm in winter 
and cool in summer. 

Change of Business and Location, — This is absolutely 
essential in some cases of persistent constipation, when all other 
means have failed to be of any benefit. It is a recognized fact 
that a sedentary occupation is a frequent cause of constipation. 
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and that a change to a more active one in the open air will 
sometimes cure it, and, further, that persons who suffer from 
constipation in one climate are relieved when they change to 
another. Admitting these to be facts, we think we are justified, 
in certain very obstinate cases, in insisting that the patient shall 
change his occupation, liis location, or botli. 

Be Temperate in All Things. — Excesses and irregularities 
in living play an important part in producing and prolonging 
constipation ; hence moderation in the manner of living should 
be encouraged. 

Altogether we have treated 250 cases of obstinate consti- 
pation by the " non-modicinal method." Of this number 140 
were females and 110 were males, their ages ranging from 
infancy to 85 years. The following table will show the results 
of the treatment : — 

Cured, 150 

Marked improvement in, 60 

Slightly improved, 15 

Unimproved, 25 

Total, 250 

In a short time we expect to publish a book on constipation 
and diarrhea, and tlieir non-medicinal treatment. 



CHAPTER XXIV. 

IMPACTION OF FECES. 

The impaction of feces may be due to numerous causes. 
Frequently it is due either to a loss of muscular tonicity or to 
some paralytic affection, and sometimes is a result of the quality 
of the food eaten. This was demonstrated during the Irish 
famine of 1846, wlien potatoes of a very inferior quality were 
the only articles of diet. In fact, anything which will produce 
constipation may at times result in fecal impaction. Often some 
indigestible substance, as a plum-seed, etc., will be found in 
the centre of the mass, the fecal matter having collected around 
it much as the snow-ball collects tlie snow when rolled on the 
ground. The impaction, wliile usually found in the rectal 
pouch, may take place in any part of tlie colon. Hence, if we 
suspect we Iiave a case of impaction and do not find it in the 
rectiil pouch, we should examine the sigmoid and the colon 
thorouglily. While it occurs more frequently in elderly per- 
sons, no age is oxemi)t. Women are more liable to have im|iac- 
tion than mm, owing to their irregular habits, pregnancy, etc. 

Sjjmptoms. — The symptoms, indicated by the collection of 
largo fecal concretions, may become formidable by producing 
constipation. Tliere may be a sense of weight and fullness hi 
the rc(ttum and severe bearing-down pains similar to those* dur- 
ing labor. Tlie pains, however, may be reflected up the back, 
down the loins, or to the abdomen. The last symptom, together 
witli the diarrlioal discliarges which are sometimes present, are 
very misleading; and a careful examination should be made to 
detect the accumulated mass. Simply because a patient has a 
slij^ht movement dailv is not a sure si«fn that there is no ira- 
paction, for tlie liquid feces may be discharged around the mass. 
As tlie accumulation increases the symptoms may become ex- 
aggerated. There may be vomiting, coldness of the feet, jaun- 
(266) 
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dice, and shooting pains down tlie limbs. A collection of feces 
in the colon or the rectum may be mistaken for morbid growths 
which occur in these localities, or for an enlarged prostate or 
uterus. The diagnosis can usually be made, however, by intro- 
ducing one finger high into the rectum and the vagina, while 
palpation is made over the course of the colon with the other 
hand. In this way the mass can be located. 

Treatment. — This consists in the early removal of the entire 
mass, which may be done in a variety of ways. If the case be 
an urgent one, the sphincter should be thorouglily dilated and 
the mass removed in segments, eitlier by the finger or the handle 
of a spoon. This will be materially hastened by the injection 
of large quantities of soap-suds through a long rubber tube in- 
troduced into the rectum or colon ; this to be determined by the 
location of the mass. If there is no indication of inflammation 
or ulceration, nothing will assist in breaking up the mass, when 
situated high up in the rectum or colon, more readily than ab- 
dominal and pelvic massage of tlie colon from right to loft in the 
direction of the anus. In women, when tlie finger is introduced 
into the vagina and pressure made downward the mass may be 
dislodged. We have been in the habit of keeping the sphincter 
dilated with bougies and flooding the rectum and the colon with 
soap-suds daily for some time after the accumulation has appar- 
ently disappeared, and we have been much pleased with the re- 
sults. We never use purgatives for the reason that the obstruc- 
tion is purely mechanical and is concentrated. Wo sometimes 
prescribe a mild laxative after the mass has come away, if there 
is a tendency to constipation, but we prefer to overcome the 
latter by massage, regular liabits, etc. The treatmt^nt for con- 
stipation has been fully treated of in the previous cliapter. 



CHAPTER XXV. 

AUTOINFECTION FROM THE INTESTINAL CANAL. 

As we understand it, auto-infection from the intestinal 
canal means that pathological condition resulting from the ab- 
sorption of poisons generated within it. It matters not whether 
they are the result of chemical, putrefactive, or fermentative 
changes or bacterial action. 

We give this topic a distinct caption because we are sure 
its importance has been very much underrated, and because it is 
a subject that writers on rectal diseases heretofore have ignored. 
This is surprising, too, when experiments have shown that, in 
the main, poisons are generated in the colon. That the organism 
might be poisoned by the products generated within it was, 
until quite recently, looked upon with much skepticism. To- 
day we are forced to admit that such a thing is of common 
occurrence, llecent investigators have given an abundance of 
proof that the various organs of the body — the brain, the liver, 
the lungs, the kidney, etc. — are frequently invaded by the 
bacillus coli communis and other micro-organisms and some 
pathological condition induced as a result thereof. They have 
gone a step farther than this and demonstrated the fact that 
toxic substances that are disease-producing, independent of 
bacterial action, are being constantly formed within us in 
health. 

As regards auto-infection from the intestinal canal, we have 
as yet very little proof of the absorption of poisons from this 
source or as to the manner in which it occurs. Many of our 
best clinicians and investigators, however, express themselves as 
believing that the cause of many diseases, the pathology being 
obsciue at present, will be explained when we become more 
familiar with the part played by the contents of the human 
sewer. 

(268) 
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We ipay have auto-iiifcction from any portion of the in- 
testinal canal. It is claimed by some that it occurs more fre- 
quently in the small intestine than in the large, for the reason that 
here there is an increased amount of water in the feces tliat may 
be conducive to the solution and absorption of certain bacteria 
and their products. On the other hand, there are many who 
believe that auto-infection takes place more frequently from tlie 
large intestine (especially from the descending colon, the sigmoid, 
and the rectum) because the decreased watery elements leave 
the feces more nearly solid, and they remain longer and putre- 
faction takes place, affording a rich field for tlie multiplication 
of the septic micro-organisms and their products. These dis- 
turbing elements are taken up by the circulation and possibly 
by the lymphatics and thus disseminated to all parts of the 
body. Before we can intelligently study the trouble that might 
result from poisons created within the intestinal canal, we must 
familiarize ourselves with its normal contents. We shall men- 
tion only the gross contents of the large intestine for the reason 
that we intend to confine our study of auto-infection from the 
intestinal canal as far as possible to the colon. Grossly speak- 
ing, the contents are made up of refuse products of food, the 
excrementitious portions of the digestive fluid, water, gases, and 
animal alkaloids, together with a multitude of micro-organisms 
and their products. At present we know but little of these 
gases and alkaloids as regards their properties and action in 
health and disease, and the same mav be said of the micro- 
organisms, with few exceptions. We cannot help believing, 
however, that in proportion as we become familiar with the 
poisonous agents contained in the digestive fluids and excreta 
we shall become more familiar with manv diseases now called 
functional for the reason that we arc not very familiar with 
their pathology. Perhnps Bouchard has done more work along 
this line than anv otlicr man. It was him who demonstrated 
the fact that many poisonous alkaloids are being constantly 
formed in the digestive secretions. In fact, this writer has said : 
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"The organism in its normal, as in its pathological, state is 
a receptacle and a laboratory of poisons. Some of these are 
formed by the organism itself, others by microbes, which either 
are the guests, the normal inhabitants of the intestinal canal, or 
are parasites at second hand, and disease-producing." He has 
shown that the peptones of normal digestion contain poisonous 
alkaloids, and a solution of them as they appear in the stomach 
as the result of gastric and, lower down, as a result of pancreatic 
digestion will, when introduced into the blood of an animal, 
produce general disturbances and death ; and also that a suf- 
ficient amount of poison to cause death in a short time is 
secreted by the kidneys when, from any cause, the poison is 
allowed to accumulate or is absorbed as a result of the urinarv 
tract's becoming denuded of its epithelium from the tubuli of 
the kidney to the meatus. 

When we have renal suppression resulting in death, 
Bouchard attributes it to the absorption of poisons normally 
"secreted," and not to an accumulation of urea; and he says 
that a "complexity of phenomena is hidden under the name 
* Uremia.' " 

Park, under the caption of "Intestinal Toxemia," includes 
first a condition of unusual or at least undesirable activity in the 
contents of the intestinal canal, by which, whether due to com- 
mon or specific forms of bacteria, the ])tomaines of putrefaction 
are produced in such a manner or of such a quantity that they 
are absorbed through the intestinal mucosa and are distributed 
over the body, by which a condition of intoxication is produced. 
In this form it is not meant to imply that any of these bacteria 
gain access to the circulation, but that a more or less profound 
toxemia is produced. Second, a form in which the common or 
uncommon bacteria mot with in the intestinal canal pass into 
and infect tlie living tissues of the patient and produce local 
and general infection in addition to the toxemia above de- 
scribed. The first form occurs alike in medical and surgical 
cases. Here we have a demonstration, on the one hand, of how 
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we may become intoxicated from tlie alkaloidal poisons formed 
during digestion, and, on the other, as a result of unusual 
activity of bacteria — the normal inhabitants of the intestinal 
canal — ^and their ptomaines. As we become more familiar with 
the almost i-nnumerable poisons within us, and their effect when 
injected into the lower animals, we are forced to admit that we 
are constantly tottering on the brink of self-destruction, and 
that we only need to disobey some one of nature's laws to upset 
the equilibrium and to fall a prey to some one of tliese poisons. 
Our Creator, however, foresaw all dangers and provided us 
abundantly with safeguards with which we can destroy or neu- 
tralize the poisons, on the one hand, or throw them off, on the 
other, as soon as they are formed. 

It becomes apparent, then, tliat for auto-infection to take 
place two things are essential : — 

1. There must be an impairment of ])hysiological action 
somewhere. 

2. That poisons are being constantly formed in us in 
health. 

We know that in the physical system every cell lias a duty 
to perform, and the same can be said of those aggregations of 
cells which we call organs. Impair or destroy a single one and 
the economy suffers, and the effect is in proportion to the im- 
portance of the work normally allotted to it. Now, if from any 
cause the liver, the lungs, the skin, the kidneys, or the blood 
should get out of order and fail to perform its function, what is 
the result ] Poisons that are being constantly secreted are not 
being rendered harmless, on the one hand, or are not being 
thrown off, on the other, but are allowed to accumulate, enter 
the circulation (possibly lymphatics), and are distributed through- 
out the body, causing local or systemic infection, as the case 
may be. 

Again, the physical soil is prepared for absorption of poi- 
sons by anything that will cause a lesion of tlie intesthial mu- 
cosa or distend, press upon, or weaken the walls of tlie intestine, 
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such as the accumulation of feces, tumors, strictures, ulcerations, 
inflammations, operations, etc. 

Just so long, however, as the emunctories are working in 
harmony and perform their individual functions and there is no 
lesion of the intestinal mucosa, all is well, and all poisons, 
no matter wliether they are the products of dejcom position 
or of bacterial action, will do no harm for the reason that they 
are thrown into a special reservoir (the liver), where they are 
destroyed or neutralized and afterward discharged from the 
body. Schiff* ascertained that by injecting certain alkaloids 
into a branch of the portal vein the proportion of poison in the 
blood as it came from the liver was much lessened. The blood, 
however, constantly takes from the organs poisons as soon as 
they are formed and renders them inert, especially if the poisons 
are of bacterial origin. 

Recent investigations have demonstrated that the serum of 
arterial blood contains some substance (defensive proteids) that 
acts in one of three ways : First, by killing the bacteria (bacteri- 
cidal) ; second, by attenuating or weakening the bacteria ; third, 
by neutralizing or destroying the toxins. It has been shown 
that the blood taken from one animal that has been made i'm- 
inune against certain infective diseases (tetanus, diphtheria, etc.), 
when injected into another animal or human being, renders such 
animal or person immune to that disease; as yet investigator 
have been unable to isolate any one " defensive proteid " that will 
prove effective against infective diseases in general, but believe 
they will be able to accomplish this in the near future. Han- 
kin classifies defensive proteids into two groups: 1. Those ex- 
isting naturally in animals. It is a noted fact tliat the rat is 
immune to certain diseases to which the guinea-pig readily 
succumbs, and these are called sozins, 2. Those existing in 
animals artificially made immune, which he calls phyloxins. 
For sub-classes he suggests the prefixes vnco and toxch to 
indicate sozins or phyloxins which destroy bacteria, or which 
destroy their toxins. From the above it becomes apparent that 
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the study of auto-infection is closely intermingled with that of 
immunity. 

It is at times very difficult to determine, in cases of auto- 
infection, where health leaves oflF and disease begins ; this is 
because of the fact that, on the one hand, these poisons are phys- 
iological factors, and, on the other, as soon as the system becomes 
susceptible, they become active pathological factors. 

We have neither the space nor inclination to attempt to 
classify and point out the pathological significance of the various 
poisons generated within the intestinal canal. Hence, we shall 
at first mention only those manifestations which are due to 
colon infection, those which are systemic in character, and those 
which are of the most frequent occurrence. 

Then we shall pay our respects to the colon bacillus (and 
associated bacteria) and endeavor to point out some of the patho- 
genic properties of this meddlesome little micro-organism which, 
we believe, will prove of interest alike to both the physician and 
the surgeon. 

Perhaps the most frequent and immediate cause of auto- 
infection is "' constipation," and more especially when compli- 
cated by a fecal impaction. In the latter case we. have the 
retention of the feces for a variable length of time ; as a natural 
sequence, effete matters accumulate in the bowel and, by re- 
maining, undergo chemical changes, and poisons of the ptomaine 
and leucomaine classes are formed, which are as active as any 
poisons that could be introduced from without, as, for examples, 
typhoid fever and cholera, wherein the bacillus runs its entire 
course in the intestine. 

As a result of the accumulation of poisons, we have sys- 
temic infection induced ; it may or may not run a chronic course, 
depending upon the removal of the offending mass. If nothing 
is done to prevent tlie continued formation of poisonous prod- 
ucts, they soon manifest themselves in the clinical pictures 
with which all are more or less familiar, — chlorosis and anemia. 
Patients suffering from chlorosis or anemia come to us com- 
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plaining of headache and a feeling of lassitude ; they have a 
feeling of lassitude on arising in the morning; they are im- 
patient and careless about attending to their usual duties ; they 
do not care to read or talk, but are inclined to melancholia, pre- 
ferring to be left to themselves ; they are pale, have greenish- 
yellow complexion and a foul breath. They suffer from a 
depraved appetite, indigestion, palpitation, dizziness, and a host 
of other symptoms too numerous to mention. Too often they 
are treated for biliousness, malaria, or grip. They change from 
one physician to another until one is found who makes a correct 
diagnosis and succeeds in removing the feces and cures his 
patient without any medicinal treatment whatever. Many 
patients suffering from fecal toxemia be(Jome so saturated that 
they look not unlike a person with a malignant growth in an 
advanced stage. For the sake of illustration, let us study the 
phenomena in a case of extreme intoxication from the intestinal 
canal to ascertain its effect upon the various systems and skin. 

1. Circulatory system. 3. Skin. 

2. Respiratory system. 4. Nervous system. 

The Circulatory System. — As a result of auto-intoxication 
we have a disturbance in the circulation ; the cutaneous vessels 
become contracted, thus throwing an increased amount of blood 
into the central organs, and the body's equilibrium is interfered 
with. The pulse may be slow and full, on the one hand, or 
mpid and feeble, on the other, depending upon the extent of the 
intoxication and its influence u])on the muscular fibres of the 
heart and upon the nervous system. Frequently the heart is 
very excitable and patients have fainting spells. Sometimes, 
instead of the blood being retained in tlie central organs, it 
seems to remain in the extremities and causes a dilatation of the 
veins. Hemorrhoids arc almost invariably present in those who 
suffer from auto-intoxication for a considerable time. 

Hie Respiratory System. — The effects of auto-infection on 
the respiratory system are not so numerous as they are on the 
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circulatory or nervous systems. Their eflFects are shown more 
quickly and in a more aggravated form when the intoxication 
is complicated with some lung trouble ; and, vice veisd, all lung 
diseases become markedly worse when there is systemic intoxica- 
tion, for there is deficient oxygenation of the blood. It would 
appear, from recent investigations, tliat the colon bacillus plays 
an active part in the causation of some forms of pneumonia and 
of empyema, but more frequently when there is a lesion of the 
intestinal mucosa. When the lungs are diseased tlie gravity is 
in proportion to the amount of tissue involved ; when this is 
extensive and death ensues, it is due to auto-infection, — a result 
of the accumulation and absorption of carbonic acid and otlier 
poisonous elements that should have been eliminated by the 
lungs. 

The Slcin. — The skin shows the effect of the intoxication 
in its pale, muddy, unhealthy color, foul-smelling secretions, and 
in any one of the many skhi diseases. 

The Nervous System, — When there is auto-infection to any 
very great degree it manifests itself in some of the many nervous 
phenomena that we see so frequently in our every-day practice. 
One of the most frequent manifestations is a feeling of drowsi- 
ness, due to tlie effect of tlie absorption of one of the intestinal 
gases, likely that of sulphuretted hydrogen, which is known to 
have a soporific effect. Thougli the patients feel drowsy, they 
are poor sleepers ; they roll and toss about the bed ; they are 
frequently awakened by horrible dreams, or find tliemselves 
wandering about tlieir rooms. In the morning, when they arise, 
tliey do not feel refreshed ; but, on the contrary, tliey feel weak, 
exhausted, and find their clothing moist by a clammy, unhealthy 
perspiration. 

We believe that a very large percentage of all headaches 
and neuralgias are due to auto-infection, it matters not where 
the pain is located. For we have many times witnessed the dis- 
appearance of headaches after the bowels had been completely 
emptied, without the assistance of a single dose of medicine. 
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Our neurological friends claim that a number of nervous func- 
tional diseases are often produced as a result of a fecal toxemia. 
Neurologists have proven, from a clinical stand-point, that some 
forms of insanity are undoubtedly caused by auto-infection from 
the intestines, due to the absorption of gases or poisons of the 
ptomaine and leucomaine classes. Epileptics nearly always have 
fewer attacks so long as the colon is kept cleaned out ; some au- 
thorities believe that not a few cases could be cured if we would 
direct our attention to the intestinal canal, and through our 
treatment prevent the accumulation and absorption of the man- 
ifold poisons generated therein. Thus far, in speaking of auto- 
intoxication, we have incidentally mentioned constipation and 
fecal impaction as the prime factors in opening a way for the 
production and absorption of poisonous products. We should 
not do the subject justice, however, were we to leave the 
impression that infection occurs only when there is obstinate 
constipation. We have frequently treated patients who were 
unquestionably suft'ering from auto-infection, and nearly all, 
if not all, evinced the phenomena previously mentioned. Yet 
they gave no history of constipation ; but, on the contrary, the 
intoxication was presented through a chronic diarrhea, and from 
other causes which we were unable to determine. Park tells 
us : '' There takes place within the intestinal laboratory such a 
putrefaction as produces ptomaines which are at the same time 
toxic and cathartic in their action, so that the irritating material 
is exj)elled by virtue of the very poisons it has produced ; and 
it furthermore often happens that the exhibition of a vigorous 
cathartic — for instance, one of the mercurials — will so admirably 
clean out the entire intestinal canal that not merely is the entire 
action prevented or checked when present, but that a most 
happy effect is exerted upon septic disturbances commencing 
elsewhere." 

We have personally treated not a few patients suffering 
from an ulceration of the colon or the rectum w^here the ulcers 
were small and not unhealthy-looking, wherein the patients 
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wore aftccted by systemic intoxication. They were very much 
emaciated, extremely nervous, had sallow complexions, were 
inclined to be melancholic, and, in fact, had all the symptoms 
likely to accompany auto-infection. Diarrhea is ever a promi- 
nent symptom of ulceration, and it complicates matters by 
rendering soluble and distributing the poisonous elements in the 
feces to any exposed point of the mucosa, thereby insuring their 
entrance into the circulation and spreading desolation anywhere 
they go. Not all cases of ulceration of the rectum and the 
colon are complicated with systemic infection, because many 
times the poisons are rendered inert or are thrown off before 
they have a chance to do much harm. Perhaps the most typical 
cases of auto-infection from the intestinal canal are to be found 
in patients suffering from stricture of the rectum and colon. 

It is here that we find the two conditions that are favorable 
to auto-infection : fecal impaction above the pohit of constriction, 
on the one hand, and frequent stools, on the other, induced by 
a reflex peristalsis. The former prepares the field by causing a 
distribution and ulceration of the walls of the bowel and at the 
same time offers a good culture-medium for the micro-organisms 
and favors putrefaction and fermentation, while the latter renders 
the poisons capable of being scattered about. As a result, more 
poisons are generated and absorbed than nature can take care 
of; the system* becomes saturated with them and such sufferers 

•r 

look almost as bad as if they were infected with a malignant 
growth. In fact, any disturbance of the rectum and the colon 
that will cause a diarrhea or constipation predisposes the indi- 
vidual to auto-infection and its many evils. 

We have in the preceding pages called attention to some 
general manifestations which we believe are caused by the ab- 
sorption of septic material from the intestinal canal. We now 
invite your attention to the study of a number of diseases in and 
around the rectum and other organs, which, if not directly caused 
by intestinal bacteria, are certainly aggravated and continued 
through their instrumentality. As for the single germ of 
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intestinal origin, tlic most frequent disturber in neighboring and 
distant parts, the colon bacillus communis leads them all. This 
germ seems to be the king of disturbers and has been found in 
nearly all the organs of the body, and under circumstances that 
have led investigators to believe that it unquestionably has 
pyogenic properties. Many other germs, with known patho- 
genic properties, have been proven to be identical with this 
bacillus ; and at present it is considered identical with the fol- 
lowing organisms : The bacillus Neapolitanus^ Brieger's feces 
bacillus^ Passot's bacillns pyogenes /(etidus^ the urinary pyogenic 
bacterium (Clado and Albarran), which Morelle and Krogius 
considered identical with the bacillus lactis aerogenea and the 
urobacillus septicns, and as the septic bacterium discovered by 
Bouchard. Familiarity with this bacillus is so important, alike 
to the physician and the surgeon, that we will discuss it in 
detail. 

The following description of the appearance, growth, prop- 
erties, pathogenesis, etc., of the bacillus coli communis we copy 
from Ball* because of its brevity : — 

" Bacillus Coli Communis (EscHSRicn). 

" Found in the human feces, intestinal canal of most animals, in 
pus, iind water. 

"■ Form. — Short rods with very slow movement, often associated 
in little masses resembling the t3'phoid germ. 

" Properties. — Does not liquefy gelatin, causes fermentation in sac- 
charine solutions in the absence of oxygen, produces acid fermentation 
in milk. 

" Oroioth, — On potato a thick, moist, yellow-colored growth. Very 
soon after inoculation on o:elatin a <rrowth similar to typhoid. It can 
also develop in carbolizod gelatin, and withstands a temperature of 45° C. 
without its growth being destroyed. 

'•''Pathogenesis, — Inoculated into rabbits or guinea-pigs, death fol- 
lows in from one to three days, the symptoms being those of diarrhea and 
coma ; after death tumefactions of Peyer's patches and other parts of the 
intestine ; perforations into the peritoneal cavity, the blood containing a 
large number of germs. 
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" Staining, — Ordinary stains ; does not take Gram. 

" Site, — The bacillus has been found very constant in acute peri- 
tonitis and in cholera nostras. Its presence in water would indicate fecal 
contamination. 

" The growth on potato, the effect on animals, and its action toward 
milk are points of difference from the typhoid bacillus." 

We take this occasion to state that we have made no per- 
sonal experiments as regards pathogenic and pyogenic properties 
of the bacillus coli communis ; hence we shall quote in extenso 
from those who have made a special study of this organism and 
endeavor to show, by their experiments and arguments, the part 
played by this normal inhabitant of the intestinal canal in 
causing disease under varying circumstances. 

Roswell Park,* in speaking of the bacillus coli communis^ 
relates the following history concerning it : '* It was first de- 
scribed in 1885 by Escherich, and was first regarded as a 
saprophyte and intestinal parasite. In 1887 Hueppe found it 
in the stools of a patient suffering from cholerine. Its positive 
pathogenic properties were first made known by Lauelle in 
1889, tlien by Tavel, also by Rodet and Roux, who fully estab- 
lished its pyogenic properties." He goes on to say that it is a 
short, rod-shaped organism, its sliape causing it to be generally 
known as the bacillus coli communis^ whicli in the hanging drop 
is motile, its motility consisting in a sort of oscillation, and 
sometimes with a rapid translation. Its possession of flagella is 
disputed ; at most, it does not have more than three of them, 
while the typhoid bacillus possesses from eight to twelve. It 
seems to enjoy a sort of commensalism, possibly even a sym- 
bosis. In the healthy intestinal canal it practically never exists 
alone, but it is found alone in other parts of the body under 
certain conditions. Ordinarily it is not virulent, but under 
certain circumstances its virulence varies within wide limits, as 
is shown when it is obtained from cholera nostras^ and, inoc- 

*''8ur(i^cal Importance of the Bacillus Coli Communis,'* Annals of Surgery, Sep- 
tember, 1893. 
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ulated, it causes death from acute septic infection within twenty- 
four hours. When from intra-abdominal abscesses, it is only 
slightly infectious. We have to deal with tliis organism, then, 
under two conditions : first, as an exceedingly active agent, pro- 
ducing acute septic infection ; second, as a common pyogenic 
organism, producing local abscess. 

Pathogenic Action, — To show the pathogenic action of the 
colon bacillus we quote from a paper by Dr. Welch, of Balti- 
more, read before tlie Second Congress of American Physicians 
and Surgeons. He said : — 

" Tftvel's observations of the colon bacillus in connection with wound- 
infection were followeil b}' a few isohited observations of this organism, 
either in the unchanged organs of the body or in suppurations, until re- 
cently. A. Frankel reports its presence in 9 out of 31 cases of peritoni- 
tis. I first came across this bacillus in the organs of the body in 1889-90, 
in a case of multiple fat necrosis with pancreatitis, which I reported to 
the Association of Phj'sicians. As in this case diphtheritic colitis ex- 
isted, it seemed probable that the lesions in the intestine opened the way 
for the entrance into the circulation of this inhabitant of the healthy 
intestinal canal. This view subsequent experience has confirmed. 

" I have almost uniformly failed to find it outside of the intestinal 
wound when no demonstrated lesion of the mucous membrane existed. 
I am, therefore, prepared to say that this bacillus is an extremely frequent 
invader in intestinal diseases. Moreover, the colon bacillus does not in- 
vade the blood and organs in the process of post-mortem decomposition. 

" The cases in which we have found the colon bacillus under cir- 
cumstances pointing to its pathogenic action have been as follows: Per- 
forative peritonitis, 4 cases; peritonitis secondary to intestinal disease 
without perforation, 2 cases; circumscribed abscess, 3 cases; and lapa- 
rotomy wounds, 6 cases. 

" Its presence several times in pure culture, in laparotomy wounds 
treated aseptieally, altliougli apparently not a source of serious trouble, 
was not a matter of indiilorence. It was generally accompanied with 
moderate fever, and with a thin, brownish, slightly-purulent discharge, of 
somewhat ofiensive, but not putrefactive odor. 

*' The smooth and rapid healing of the wound was interfered 
with. In some of the cases there was evidence of intestinal disorder; 
in others this was not apparent, and infection from without could not be 
excluded. 
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" For the purpose of the present discussion, perhaps the chief in- 
terest of our observations concerning the colon bacillus is that they 
furnish illustration of the predisposition to infection atforded by intes- 
tinal lesianSy and also give example of the much-disputed auto-infection.^' 

Park, at the same meeting, spoke of enterosepsis in cases 
of abdominal surgery produced by this bacillus. He said that 
under some circumstances it either escapes or is carried beyond 
its normal limits, and, entering the portal circulation, perhaps 
the lymphatics as well, appears to set up septic disturbances 
which are typified by the production of septic peritonitis, and 
possibly other forms of septicemia in which the peritoneum 
does not primarily figure, — a condition which Drs. Welch and 
Councilman call coloii wfedion. 

We shall not attempt to do more than mention a few of 
the diseases in which the colon bacillus appears to be the most 
active agent. It has been known to manifest its presence in the 
following conditions : — 

1. Infectious diarrhea. 

2. Empyema (following enteritis). 

3. Broncho-pneumonia. 

4. Endocarditis. 

5. Cystitis. 

6. Nephritis and pyelonephritis (surgical kidney). 

7. Disorders of the liver (icterus). 

8. Appendicitis. 

9. Periappendical abscess. 

10. Perforative peritonitis (also in cases of lesions of that 
intestine without a perforation). 

11. Laparotomy wounds. 

12. Strangulated hernia (in fluid of). 

13. Perirectal abscess, etc., etc. 

A casual glance at the above diseases in which this germ 
is Icnonm to be an etiological factor is sufiicient proof of its 
having pathogenic and pyogenic properties. Until quite recently 
it was supposed that this germ did not enter the circulation and 



282 DISEASES OF THE RECTUM AND ANUS. 

produce disease in distant parts unless there was a lesion of the 
intestinal mucosa. We are to-day taught by such excellent 
authorities as AVelch, Park, Councilman, and others that the 
hacilln^ coU communis is capable of entering the circulation, 
whence it is carried, and does produce disturbances independent 
of any intestinal lesion. It is quite easy to understand the way 
in which it reaches and infects the gcnito-urinary tract and the 
liver. It is usually introduced into the urethra, bladder, and 
from thence to the kidneys through the ureters, by means of an 
unclean sound or other instruments. Some writers allege that 
the colon bacillus sometimes passes through the rectal wall and 
starts up a cystitis, when the mucous membrane is ready to 
receive it. 

As to reaching the liver, this normal inhabitant of the in- 
testinal canal has but to \valk leisurely, as it were, up the in- 
testine and through the door of the common bile-duct to gain 
access to her " Majesty's innermost chambers," causing an in- 
fection therein. It is remarkable that we do not see biliary 
infection more frequently than we do. 

We wish now to pass to that portion of the subject which 
is of more especial concern to those who are interested in rectal 
and anal diseases. AVe have for a considerable time past inclined 
to the belief that the colon bacillus or some other bacteria, either 
alone or combined, directly or indirectly cause proctitis and peri- 
proctitis. 

Proctitis, if allowed to run an uninterrupted course, almost 
invariably results in abscess, fistula, or a stricture, as the result 
of the lumen of the bowel being diminished by inflammatory 
deposits, or as a result of vicious cicatrization following ulcer- 
ation. If future investigations prove that these intestinal 
bacteria are the starters of the inflammation and incidentally 
the sequel which follows, we shall, in all probability, have the 
explanation of the cause of a large percentage of strictures that 
are at present classified as being due to "unknown causes"; 
for they cannot be assigned to traumatism, syphilis, tuberculosis, 
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dysentery, etc. We have personally made no investigations to 
determine this fact, but hope to do so in the near future. For 
the present we shall have to base our remarks upon the facts 
brought out by men who have done original work along this 
line, — namely, Welch, Park, and Councilman. 

In order to obtain the latest information relative to this 
important subject we wrote to Dr. Park, of Buffalo, and to Dr. 
Welch, of Baltimore, asking their opinions as to auto-infection, 
the part played by the colon bacillus in the same, and, if any, 
what part this bacillus plays in the causation or conthmance 
of certain local diseases of the colon and rectum, such as 
proctitis, abscess, etc. We have misplaced the copy of* this 
letter, otherwise it would appear along with the answers, which 
are so full of valuable information that we have deemed it 
best to record them without a single change. We take this 
opportunity to publicly thank both Dr. AVelch and Dr. Park 
for the many valued suggestions contained therein. 

DR. park's reply. 

Buffalo, June 21, 1894. 
Dr. S. G. Gant, Ninth and Grand Ave., Kansas City, Mo. 

Dear Doctor: In reply to your favor of the 16th I would say 
that I send herewith one or two papers bearing on the subject of which 
you write, and that I must refer you also to a book published by me two 
years ago, entitled " Mutter Lectures on Surgical Pathology," in which 
I have devoted some little space to the matter of intestinal toxemia. 
This book was issued by J. II. Chambers & Co., of St. Louis. I regret 
that I have not a copy at hand which I could send you. The subject is 
to me one of very great importance, and I am glad that you are going 
to devote some attention to it in your forthcoming work. 

I have no doubt that the colon bacillus does play an important role 
in diseases of the rectum and colon, but it is diflicult to say under just 
what circumstances. In the light of the most recent investigations, it 
occurs to me that perhaps a little too much importance has been assigned 
to it as the sole factor in these troubles, and that many cases in 
which it is prominent are due to really a mixed infection by which the 
virulence of two or three different forms is very much increased. It is, 
however, considered to be identical with the bacillus pyogenes foetiduSj 
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which is a common organism in many cases of perirectal abscess. 1 have 
found them in various abscesses around the colon, higher upland even on 
the right side, and of these I can say that at the time of opening, at least, 
the pus seemed to be pure culture of this organism. This is not true, 
however, of all cases, by any means, and it may be that in most of them 
some other organism has been present and has died out, for many of them 
are of considerable standing. 

I have also, as reported in one of my papers, found pure cultures 
of colon bacillus in most cases of periappendical abscesses which 1 have 
thus investigated, and I do think that it is a most active factor in this 
kind of disturbance. I think the circumstances which most co-oi)erate 
to make this organ virulent are the presence of certain putrefactive or- 
ganisms combined with habitual constipation. Mere ulceration or abra- 
sion of the mucosa, by itself, I think may predispose to virulence of effect 
of the organism, but such ulceration is not very likely to be brought about 
by the said causes which tend to make the organism more virulent. 

In reply to your third query as to whether the bacillus can enter 
the circulation through sound membranes, there is every reason to think 
it can. Numerous investigators have found it under many circumstances, 
and I consider it settled that this is possible. 

In reply to the fourth question, I think it is the case that the 
bacillus multiplies more abundantly when the stools are liquid, because 
such a condition furnishes a more suitable culture-medium for it, with a 
more lively distribution, but I really cannot tell which of the two condi- 
tions, diarrhea or constipation, is more likely to cause auto-infection. 

In a general way I think that much depends upon the condition of 
the other eliminatory portions of the system. For instance, if there be 
oliguria, I think extra work is thrown upon the alimentary canal ; and 
when to this is added the sluggishness of the skin in many anemic and 
debilitated individuals, I think everything conspires to make the con- 
dition of the intestinal canal worse and more active. I think also much 
depends upon dilatation of the stomach, which is often present, in at 
least more or less degree, and upon the perfection of disposition of the 
stomach-contents. The presence of lactic and of fatty acids has much 
to do, I am sure, with the trouble, and yet I certainly cannot tell 3'on 
just how, nor do I know of any one who can. 

Reasoning from the other direction, I am quite sure one gets valu- 
able suggestions, if not exact knowledge, from the fact that the very best 
treatment, in my estimation, for operation, and especially for abdominal 
operations, consists largely of careful purging for several da3'8 before 
the operation itself This is with reference not only to the colon bacillus^ 
but to all the organisms which inhabit the intestinal canal. If one re- 
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members that the colon bacillus belongs primarily in the intestines, and 
that it is identical with other forms discovered by various observers, to 
which different roles have been assigned, one will get a better idea of the 
possibilities and properties of this organism. I have no doubt there are 
pure types of colon infection which produce peritonitis (this is particu- 
larly the case with appendical trouble), but, as every surgeon knows, these 
cases are not invariably fatal, and many observations conspire to prove 
the benefit of clearing out the alimentary canal when this condition is in 
its incipiency or perhaps merely threatening. 

I shall awaitthe appearance of your forthcoming book with no little 
interest, and shall be very glad if in the slightest degree I have helped to 
call attention to this very important subject. 

Very sincerely yours, 

KoswELL Park. 



(Die. to steno.) 



DR. Welch's reply. 



935 St. Paul St., Baltimore, June 20, 1894. 

S. G. Gant, Esq., M.D., Kansas City, Mo. 

Dear Doctor: My first observation of invasion of internal organs 
of the body by the bacillus colt communis — and, I believe, the first on 
record — was reported by me to the Association of American Physicians 
in 1889, I think. (I have not the reference at hand.) This was in a 
case of multiple fat necrosis associated with diphtheritic colitis. In the 
article referred to by you in the Medical News I gave the conclusion 
reaclie<l up to that time. I have no doubt that the coloji bacillus is a 
frequent invader of the circulation and internal organs, particularly the 
lunjjs, kidnev, and liver, in cases with lesions of the intestinal mucosa 
and sometimes without such lesion being demonstrable. In the great 
majority of these cases, in which we are able to demonstrate by culture 
at autopsy the presence of the colon bacillus outside of the intestinal 
tract, there is no evidence that such invasion has produced any damage. 
Microscopical sections show colon bacilli often abundantly in tlie blood- 
vessels of the kidney, and often in parts without evidence of lesion of 
the surrounding parts. These facts, it seems to me, justify skepticism 
about referring to the colon bacillus as of great importance, as many nowa- 
days do, even when it is present in inflammatory areas. One must con- 
sider whether, in such cases with actual lesion, it may not be a secondary 
invader in parts primarily diseased through some other agenc}', including 
other micro-organisms. I have, for exam|)le, found tlie colon bacillus in 
tuberculous pyelitis and in gonorrheal pyelitis. The primary micro- 
organism mav have died out and the colon bacillus, which is a resistant 
micro-organism, may survive alone and keep up the inflammation. Still 
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there are, of course, observations which leave little doubt that the colon 
bacillus may exert definite pathogenic action. I contend, however, that 
not a few cases recorded in which disease has been attributed to the 
colon bacillus will not stand critical scrutiny in the light of all of the 
facts which are now known. In my paper on " Conditions Underlying 
the Infection of Wounds" ('' Transactions of the Congress of American 
Physicians and Surgeons," vol. ii) I express myself with candor as to 
the pathogenic role of the colon bacillus. I am very skeptical about the 
previilent view that the colon bacillus is the cause of appendicitis. Being 
a constant inhabitant of the intestine, it, of course, is present in the dis- 
eased as well as the normal appendix, but in the former case, in my 
experience, usually in association with unquestioned pyogenic bacteria. 
The same has been my experience in perforative peritonitis, contrary to 
that of some French and Italian observers. The colon bacillus is so 
widely prevalent, it is so easy to cultivate on all media and at all tem- 
peratures, that I cannot help suspecting that often other bacteria were 
overlooked. 

As regards the relation of the colon bacillus to proctitis and peri- 
proctitis, I doubt very much whether it is capable of causing either of 
these diseases in healthy tissue. It is certainly found with great regu- 
larity in perirectal abscesses, usually, I think, in combination with other 
bacteria of proven pyogenic power, but sometimes in pure culture. In 
the latter case, however, I should suspect previous disease of the part 
from some other agent, although given this primary lesion the colon 
bacillus may be a factor of importance in producing and confirming the 
supposition. 

As regards the general subject of auto-infection from the intestinal 
canal, of course, although the colon bacillus is the most common invader, 
other bacteria may likewise enter through this portal, notably the pyo- 
genic micrococci. Definite lesions of the intestinal mucosa here too are 
important predisposing factors, as is illustrated in some cases of second- 
ary infection in dysentery, typhoid fever, etc. As regards the predis- 
posing influence to infection, which may be exerted by absorption of 
toxic substances, products of decomposition, etc., from the intestinal 
canal, it seems to me that we have very little definite information, 
although plenty of speculation. 

The question of invasion of the colon bacillus and its pathogenic 
significance were considered by me in the ** Middleton Goldsmith Lect- 
ure " before the Pathological Society of New York at the end of last 
April. The lecture has not been published, but will appear in the New 
York Medical Journal in the course of a couple of months. I must refer 
you to that for a fuller statement of my views on this subject. 
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Hoping that I tiuiy have touched upon some of tlie points on which 

you desired my views, I am, 

Very truly yours, 

William II. Welch. 

This chapter has already reached a length far beyond our 
expectations. For this reason we will at once hasten on to the 
more important part of this subject, — that of treatment. 

Treatment. 

We shall not attempt a detailed discussion of the many 
remedies that have been suggested for the prevention and relief 
of auto-infection of intestinal origin, but will mention only the 
more salient features. 

The treatment in a large measure should be prophylactic, 
and every eflfort should be put forward to keep the system in 
perfect order and the equilibrium maintained ; so long as this is 
accomplished nature is capable of defending herself against any 
and all toxic substances generated within the body. Any dis- 
ease or symptom of a disease that would predispose a patient to 
auto-intoxication from poisons normally generated within the 
body must be eradicated at once. As we look at it, there are 
three essential features that must be constantly borne in mind 
in the treatment of auto-infection. 

1. We must remedy any condition which predisposes the 
patient to self-infection. 

2. We must use every possible means to prevent the abnor- 
mal production and absorption of poisons within the intesthial 
canal. 

3. We must do all we can to assist nature to neutralize 
and eliminate poisons already absorbed. 

To accomplish the first we must correct any condition that 
will cause an erosion or that weakens the mucous membrane in 
any way, because it prepares the way for the entrance into the 
circulation of toxic substances within tlic intestine. Hence we 
must correct irritative discharges of all kinds; we must heal 
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ulcers and fissures ; we must remove hemorrhoids, polypi, and 
other growths. In fact, we must first get rid of any local disease 
of the rectum and colon present, or all our efforts directed 
toward the prevention and relief of auto-infection will be of no 
avail. 

There are some cases in which we can find no local cause ; 
then we must look elsewhere, and in all probability the exciting 
cause of the infection will be found to be either a diarrhea or 
constipation and fecal impaction. When due to either, we 
would recommend a line of treatment previously laid down in 
the chapters devoted to these subjects. Whenever there is an 
irritant within the intestinal canal that promotes auto-infection, 
the safest plan is to give a vigorous cathartic, one of the mer- 
curial if you choose, which will cause it to be expelled. Then 
we must institute a laxative tonic treatment, to be continued for 
a long or a short period, dependent upon the extent and con- 
tinuation of the infection. Very often poisonous substances can 
be eliminated from the system by the constant and abundant 
use of reputable mineral waters known to have a cathartic 
action. Sometimes it will be necessary, in addition, to adminis- 
ter a pill composed of aloin, strychnine, and belladonna, which 
has stood the test of time, or one composed of the lactate of 
iron, extract of nux vomica, and purified aloes given three times 
a day. Perhaps the most striking example of the importance 
of cleansing the intestinal canal is to be observed after abdomi- 
nal operations. All of us have seen the temperature of our 
patients suddenly rise two or three days after an operation. 
The wound being healthy, we are nonplused to account for 
the disturbance. We finally decide to give a cathartic, the 
bowel is cleansed of accumulated feces, and immediately the 
temperature becomes normal. In the treatment of auto-infec- 
tion it is necessary to correct errors in diet, prohibit the use 
of alcoholic stimulants, and have our ])atients take only such 
foods as they can digest easily. If we were going to recom- 
mend any special diet we should select milk, for experience 
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has proven that it is opposed to all sources of iutoxicution and 
puts a check upon auto-infection due to intestinal putrefaction. 
We now turn our attention to the second feature in the 
treatment, and endeavor to prevent the abnormal production 
and absorption of poisons. To accomplish this we must resort 
to the intestinal antiseptics, both local and systemic. Perhaps 
the best general antiseptics, either alone or in combination, are 
the iodides of potash and sodium. We have many times wit- 
nessed beneficial results from the continued use of these drugs 
in cases where the system was saturated with poisons. There 
are many medicines that are highly commended as intestinal 
antiseptics, such as iodine, creasote, benzoic acid, boric acid, 
salol, resorcin, turpentine, the mercurials, etc. INIany of the 
above-named antiseptics undergo changes in their course tlirough 
the alimentary canal, ere they reach the colon, which diminishes 
their activity. The best results are usually obtained from those 
insoluble drugs which remain unchanged throughout their 
course, such as salicylate of bismuth, salol, iodoform, and napli- 
thalin. When the salicylic acid accumulates in the blood and 
threatens complications, the subnitmte of bismuth may be sub- 
stituted for the salicylate. In giving these intestinal antiseptics 
it is not necessary that the dose should be sufficiently large to 
kill the bacteria, but large enough to render them dormant, as 
it were, thereby preventing their multiplication. AVe know of 
nothing better than the subnitrate of bismuth in combination 
with charcoal to neutralize poisons already formed and to pre- 
vent fermentation and putrefaction. We make up a powder 
containing ten grains of each, to be repeated at short intervals 
until there is evidence of relief, such as a diminution of tender- 
ness over the abdomen and of tympanites. The bismutli seems 
to prevent the putrefactive fermentation, while the charcoal 
diminishes the toxins. Iodoform may be combined with char- 
coal or with naphthalin to accomplish the same purpose. To 
diminish the fecal odor as well as its toxicity, Eouchard com- 
bines seventy-five grains of naphthalin with an equal amount 
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of sugar made aromatic with one or two drops of bergamot. 
This mixture he divides into twenty powders and gives one 
every hour. In this way he claims putrefactions within the 
intestinal tube may be completely suppressed. 

The last feature in the treatment consists in assisting 
nature to neutralize and eliminate poisons which have already 
entered the circulation. To accomplish this we must see that 
the elimhiatory apparatus is in perfect order, for when any one 
of the emunctories gets out of order poisons immediately accu- 
mulate in such quantities that nature can neither neutralize nor 
eliminate them. The blood must be toned up by tonics, if 
necessary, the liver and the kidneys by medicines that will 
stimulate them to renewed activity, and the skin must be kept 
in order by frequent cold baths, followed by a brisk toweling. 
In addition to remedies directed for the perfection of the emunc- 
tories, we must see that patients suflFering from auto-infection 
lead a simple, regular, active, occupied life, and do not moi)e 
about and brood over their afflictions. 
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CHAPTER XXVI. 

CANCER OF THE RECTUM: ITS ETIOLOGY, SYMPTOMS, 

VARIETIES, AND TREATMENT. 



By Hebbebt William Allinoham, F.R.C.S.Eno. 



A CAREFUL consideration of the experiences of other sur- 
geons, together with my own study in the hospital and private 
practice, has left me without any definite opinion as to the 
causes of cancer of the rectum. Opinions are so different, 
statistics are so contradictory, either in statement of fact or in 
argument therefrom, that it is impossible to state any dogmatic 
views as to the etiology of cancer in this portion of the body. 

It may be and sometimes is hereditary, but even as to this 
statistics and surgeons disagree. Some surgeons strongly aver 
that it is hereditary, but many pages have been devoted to show 
the very small proportion of hereditary hi stances in private 
case-books or hospital records. There are very few families in 
which it has not occurred, but fewer still in which the parents 
or grandparents of the patients have any of them suffered from 
the disease. It may run in the family or in the collateral 
branches, as in uncle or aunt, brother or sister, and more 
frequently still in cousins ; but that does not argue transmission 
by heredity in the direct line. Such being the case, all that 
can be safely said is that cancer is a malignant growth which 
may attack the anus, rectum, and other parts of the bowel, and 
thence spread to adjacent organs. When it assails the rectum it 
usually runs its course in about two years, though some patients 
last four months and others linger on for four and a half years. 
It is to be regretted that modern life seems rather to foster than 
to hinder the disease, for cases of cancer of the rectum are more 
numerous than they were early in the century. Perhaps, how- 
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ever, this arises from cases being more carefully diagnosed and 
more fully enumerated than was formerly the case. The dif- 
ficulty of always disthiguishing between malignant and innocent 
growths may have caused the proportion of cancer cases to 
appear somewhat larger at tlie present day, but we must 
remember the fallibihty of the microscoj)e and the danger of 
pronouncing one piece of growth innocent when its neighbors 
are malignant. 

All j^^^ioih of life are liable to cancer of the rectum, 
although it is said sometimes to be peculiarly common to middle 
age. We have met boys aged 17 and 13 years afflicted by the 
malady. Old people too are sometimes attacked, but they are 
usually subject to the slower forms and live long, for then the 
vital forces are sluggish. Women have been believed to be 
more subject to cancer than men ; this may be true of the body 
as a whole, taking into account the liability of the breast and 
the uterus ; but for the rectum and the large intestine statistics 
show that many mon* men than w^omen are attacked by cancer. 
The records of St. Mark's hospital for two years show five- 
sevenths of male to two-sevenths of female rectal cancer cases. 
In the early stages some forms of cancer may be simply and 
purely local ; but this stage is exceedhigly brief, and the tem- 
pomry local nature is scarcely true of the more malignant forms, 
— that is to say, as soon as a growth is so develo})ed as to be 
noticed by the patient, the disease is constitutional in most cases. 

After mentioning the clun'cal varieties of cancer of the 
rectum and bowels, we can collect the various opinions of 
pathologists and microscopists on the ])rocesses of the forma- 
tion and growth of cancer. Not much, that is certain, will 
be stilted, but students and 0})erat()rs may be able, the one 
to learn, the others to compare their own experiences. After 
this the sharply-marked kinds will be described, which alone 
are of practical importance to the surgeon. 

According to the old nomenclature the various forms of 
malignant disease were termed epithelioma, scirrhus, several 
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kinds of sarcoma,^-enceplialoid, colloid, and melanoma, — but 
later investigations have resolved many of them under the head 
of adenocarc'moma^ ]\Ir. Cripps having devoted much micro- 
scopical study in his researches with these varieties. Indeed, 
the three forms — scirrhous, medullary, and colloid — ^are the 
varying conditions of one growth or a portion of that growth. 
This adenocarcinoma has by other writers (I refer to my late 
colleagues, Mr. Alfred Coo})er and Mr. Swinford Edwards) been 
divided under three heads, — the laminar, the tuberous, and the 
annular. The huniuar form is the most common and the intes- 
tinal wall is infiltrated or thickened, the thickening occurring 
between the muscular and the mucous coats and spreading 
laterally. The surface of the growth gives way after a time, 
and leaves behind a ragged ulcer. The disease usually begins 
in the centre and eats its way outward. Sometimes the deposit 
is only partially destroyed by the ulceration, and its remains 
form tumors which enter the cavity of the bowels. At other 
times the coats of the bowels are destroyed and the neighboring 
organs are perforated. 

In the tuherous form the growth projects into the bowels. 
The mucous membrane is soon destroyed by the ulceration, and 
some of the growth projects through the opening tluis made. 
The cancer has outgrowths and attacks the neighboring tissues 
and structure. 

In the amildar form tlie growth commences as a deposit 
between the mucous and muscular coats and ascends laterally, 
finally entering the entire circumference of tlie bowel. Hence, 
by subsequent contraction the calibre of the bowel is reduced 
and severe stricture is caused. 

Cancer of the rectum mav also be classed under five heads, 
which include several distinctive features: — 

1. There is a variety like a growth, often the size of a five- 
shilling ])iece, situated at the lower part of the rectum. To the 
feel it appears to liavc a pedicle, but in reality tliat sensation 
arises from its dragging u[)on the mucous membrane. 
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2. The second variety resembles the first in its position, 
thus showing that it is not a growth out of the bowel, but an 
ulcer or depression surrounded by irregular, nodular edges. It 
is movable and as large as the first. It is generally confined 
to the lower part of the rectum, and healthy gut can be felt 
above it. 

3. A third kind is to be found hi the lower inches of the 
rectum. Indeed, it combines the peculiarities of the two 
previous kinds ; all around the gut there are irregular nodules 
interspersed in the area of depressed ulcemtions. It is not fixed 
to the deeper structures and is therefore movable. 

4. The fourth kind is found higher up in the bowel and is 
a hard growth combined with ulcerations. It both hivolves the 
gut and inclines to the surrounding tissues. It is, therefore, 
rarely at all movable. Its starting-point is about three inches 
up in the rectum, but its upper limit is not easy to discover. 

5. A fifth variety begins even higher up in the bowel — say, 
about four or five inches (10 or 12 centimetres) — ^and is, as 
a rule, a very hard growth which involves the circumference 
of the bowel. It is extremely movable and intussuscepts into 
the lo>ver part of the rectum. Its feel resembles that of the 
neck and mouth of the uterus in the vagina. 

Symptoms. 

The many and various symj)toms of malignant diseases of 
the re(*tum are of supreme importance to the surgeon in making 
his diagnosis, and a wide experience lias shown that some of 
them are practically certain signs of cancer. Such is the tcaxeii 
aspect of the countenance, wiiich a[)pears in cancer of the 
rectum even earlier than it does in malignant diseases in other 
parts. But it must be remarked tliat in some patients the 
appearances of vigorous Iiealth are maintained until the malady 
is already in full activity. Another sure sign is the pecidiar 
Oiloi\ whicli tlie expv?rienced cannot fail to recognize; this is 
essentially indicative of cancer. Very slight disorders mark the 



CANCER OF THE RECtUM. 296 

beginnings of the disease, — viz., uneasiness in the bowel or 
alight monwig diarrhea. Tlie patient goes to stool frequently 
and passes jelly-like excreticytis^ which are not true matters, but 
are merely the*mucus and other matter passing from the growth. 
Another symptom is that it is difficult to pass matter withovi a 
motion folloicing. The ^xfiu arising from cancer of the rectum 
is, as a rule, most intense and is enhanced by the daily functions 
of that part; but sometimes in the early stages the pain is not 
very severe. In the more advanced stages the suffering is 
often unremitting, for many nerves are involved by the growth 
and are pressed upon or stretched ; thus the neighboring 
organs become seats of separate pain, though they may not be 
actually touched by the growth. One ])atient had a cancer 
which, commencing in the rectum, involved the whole cavity of 
the pelvis and caused most severe pain down the right sciatic 
nerve. Violent straining is one of the most distressing sym|)- 
toms. The cancerous mass, especially when nearhig the anus, 
provokes reflex action and causes irresistible hearing doicn. 
When the surgeon turns to tactile examination the feel of can- 
cer to the finger is pathognomonic and cannot be mistaken by 
the practiced surgeon for simple ulceration. For the diagnosis 
of rectal cancer the microscope cannot be entirely depended 
upon any more than it can for malignant growths in other parts 
of the body, as the larynx; for, as has been often remarked, tlie 
portion of the growth removed and examined may be innocent, 
wliile the neighboring portions may be emphatically malignant. 
The symptoms and position having been noted and a correct 
diagnosis having been arrived at, the point is the pro[)er treat- 
ment to pursue, whether for the alleviation of pain or for the 

saving of life. 

Treatment. 

Palliative, — Tt must be understood that palliative treat- 
ment is to be employed only in cases where removal by ex- 
cision is quite out of the question or in those cases not yet 
sufficiently bad to require colotomy. The protrusion of a 
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cancerous mass (whicli is somewhat of a rarity) may be usually 
stopped and the pain relieved by the application of araenite of 
copper fcith mucilage as a paste. There is no hemorrhage or 
danger whatsoever. In most cases the palliative treatment can 
merely be devoted to the alleviation of pain, — viz., recnmheiit 
posture^ food easily digested, nourishing diet^ with a moderate 
amount of alcohol. All sorts of sedatives may be beneficially 
emi)loyed, either externally or internally, and v)heii one ceases 
to he of service another may he tHed instead. Opium in one or 
other of its forms is the best ; if applied as a suppository the 
most effective formula is morphia with glycerin and gelatin 
(three parts of glycerin to one of gelatin), for this melts s|)eed- 
ily and feels less like a foreign body than suppositories of coca- 
butter. Suitable injections are Battley's sedative and nepenthe, 
or black drop, in starch. Much good is done by solid opium 
1)V the mouth, but the stomach becomes irritated, there is a loss 
of appetite, and the bowels are confined. Hypodermatic injec- 
tion of morphine gives much comfort, but the mental state 
caused by the constant use of morphine becomes almost as un- 
bearable as the cancerous pain itself, and I am strongly of the 
opinion that the greatest care should be taken to administer no 
larger doses than are absolutely necessary, for the treatment, to 
he eff'ective, mav have to be continued for months. Mr. John 
Clay, of Birmingham, used to advocate the use of Chian turpen- 
tine, hut it has been found to be of little service. In very few 
cases were the symptoms mitigated, and in the rest the effects 
were nausea and frequent derangement of the appetite and the 
functions of the stomach. Such treatment failing, mild opera- 
tive measures are the best to be resorted to. Division of the 
sphincter muscle is of service when the growth approaches the 
anus, for the defection is made easier and there is no possibility 
of compression as noted above. Cancer of the upper part of 
the rectum, throui^h its pressure on the nerves, inhibits the 
action of the sphincter and prevents patients from retaining the 
motions, especially if they are at all liquid. For diminution of 
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the calibre of the bowel, Professor Verneuil used to advise 
free dlvisiofi of the gut in the dorso-median line. I have found 
this of service, but do not recommend his alternative proposal of 
excision of a segment of the posterior wall of the rectum. In 
encephaloid of the rectum much temporary advantage is gained 
and great mitigation of the pain procured by tearing out the 
groicth with the fingers or a scoop^ tlie fingers being preferable. 
Boldness is necessary, and the whole growth must be torn from 
its nucleus quickly and resolutely. If only supei*ficial portions 
are torn away, the patient may have an exliausting hemonhage 
and will receive no benefit. I have found tliis plan of much 
avail in cases where colotomy was not advisable, but only be- 
cause no great loss of blood need be caused. Sometimes when 
the growth has been hard I have taken it away with a Volk- 
mann spoon. This is of advantage when the growth is within 
reach, for the scooping away allows the passage of the motions, 
and with patients who have objected to colotomy I have, by 
this means, prevented total obstruction. The metliods to 
alleviate the pain from cancer of tlie rectum and to stave off 
death, perhaps (?) to cure the disease itself, are exeisions of the 
desired j^ortion and one or other of the forms of colotomy, I 
will reserve the subject of colotomy for another chapter, and 
will now turn to excision of the rectum. 

Excision, of the Rectum, — It is not my intention to enter 
into tlie operation of excision of the rectum, or to describe 
the various ways in which it may be performed ; but tlie 
reader who wislies tlie fullest information on these subjects 
may be referred to the able and exhaustive work of Dr. Mar- 
chand, entitled "fitude sur I'extirpation de I'extremite inferi- 
eur du Rectum." I will onlv here mention that Fagfet, in the 
year 1739, excised the rectum for cancer, that after this the 
operation remained in abeyance until 1828, when it was revived 
by Lisfranc, who performed it in several cases with success. At 
a comparatively recent date it has been frequently luidertaken 
by both French and German surgeons, and with such good 
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results as to establish the opemtioii on a reliable basis. The 
Americans and ourselves have brought up the rear; possibly 
we are more cautious and have had our doubts as to the great 
benefits claimed for it by our foreign confreres. Certainly we 
are justified in distrusting such statements as that of Dicffen- 
bacli, who said he had thirty cases of successful extirpation of 
the rectum, tlie patients living many years after the o[)emtion. 
We have also felt incredulous as to the advantage derived from 
cutting out the rectum, a portion of the urethra, prostate gland, 
and base of the bladder, as did Nussbaum, who gravely assures 
us that the patient recovered all his functions and lived for 
three years. Lately a metliod has been suggested in which the 
rectum may be excised from a posterior incision combined with 
the usual ones. Excision of the rectum (as it is frequently 
termed), broadly speaking, may be undertaken in any form of 
cancer which does not necessitate the removal of more than 
four and three-fourths or five inches (12 or 12.7 centimetres) of 
the rectum in the male and about one inch (2.54 centimetres) 
less in the female. Subject to the results of increased ex|)eri- 
ence, I should also say that if great adhesions are formed to 
the sacrum or to the base of the bladder and prostate gland, or 
to the neck of the uterus in women, the operation is probably 
not admissible, and certainly not desirable. Again, if any en- 
larged glands exist in the inguinal or lumbar regions the opt*r- 
ation cannot be recommended. Ljistly, the patient ought not 
to be so exhausted as to render it doubtful whether the neces- 
sarily rather free loss of blood would, to a great degi'ee, endanger 
life. ^ 

Tlie first condition is ^x^imtienCs age. 1. In those under 
40 years of age the })rognosis as regards recurrence after ex- 
cision is bad, for the growths, being very rapid and of an infil- 
trating nature, are likely to return soon or recur in the excision 
wound before it has even healed. 2. Between the ages of 40 
anil ()() the canrcT is less common and of less rapid recurrence 
aft<)r excision, but still that period of life is not wholly favorable 
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as regards early recurrence. 3. For patients above 60 excision 
is advantageous and the after-results are satisfactory, for the 
growth is, as a rule, hard and retracting and has slighter tend- 
encies to recurrence. 

In the varieties of cancer described on ])nges 293 and 294 
as 1, 2, and 3, when the upper limit of the growth or ulcer- 
ation can be reached and it is movable, excision is advisable ; but 
if the growth is at all adherent the disease will certainly recur 
rapidly, more especially so tlie younger the patient is. There- 
fore, in young subjects and those about 40, excision should not 
be performed. In suitable cases the excision should be very 
free and, when possible, the whole of the circumference of the 
rectum should not be removed, for, if a piece of the gut can be 
left, it prevents tlie troublesome after-contraction which occurs 
when the whole circumference of the bowel is removed. In 
variety 4 excision is altogether out of the question, for, as the 
growth does not begin until several inches above the anus, the 
operation is necessarily very severe, and, as the growth is some- 
what fixed, it is difficult to insure its complete removal. In 
variety 5, if the patient is willing and thoroughly understands 
the danger of the operation, inguinal colotomy should first be 
performed and followed later by Kraske's metliod of excision. 

In doubtful cases the following points sliould be the 
surgeon's guide : Tlie amount of adhesion to the doc}) structures 
should be taken into consideration. If the growth is situated 
near to the prostate or bladder, excision should not be done ; 
but with a dorsal situation of cancer the operation may be 
attempted. The method of entire excision formerly employed 
by me was that which has found most favor with the French 
authorities. The deep dorsal incision I really consider the 
"key" to the operation. It gives plenty of room, which is 
essential if one has to remove any considerable length ol the 
rectum, and so get fully above the growth. Further, it saves 
much loss of blood, as it enables one to secure the vessels, 
if necessary, with rapidity and certainty. Lastly, it forms a 
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deep drain or channel through wliich all obnoxious matters can 
freely escape. It is the retention of morbific particles which is 
dangerous ; let them all run away as they are generated, and 
we may defy pyemia without any antiseptics. In saying this I 
am not insensible to the advantage of these chemicals when one 
cannot get deep drainage. In operating on the male always 
have a silver catheter passed into the bladder; the assistant 
hooks it well up under the pubic arch ; the urethra and ad- 
joining parts are thus steadied, and it is possible to carry on 
delicate dissections without danger in the neighborhood of the 
urethra, the prostate, and the trigone of the bladder. By the 
following method the rectum is most easily and rapidly excised: 
The patient being in the lithotomy position, a modification of 
the posterior dorsal incision of Prof. Verneuil should be made. 
The usual way is, on the finger to pass a bistoury into the 
rectum as far as the upper limit of the growth, and then to cut 
right down into the sacrum and tip of the coccyx, dividing the 
entire bowel dorsally. The first finger of the left hand is then 
put into the bowel and a sharp-pointed bistoury is introduced 
throuj^h the skin a little below the anus, making it travel in the 
cellular tissue up to the top of the growth, but entirely outside 
of the rectal tube. Then cut down to the sacrum and coccyx, 
and put a sponge into the incision to arrest bleeding! (See Fig. 
79.) Next, with a scalpel cut deeply all around the rectum, 
above the external sphincter attached to the skin. Then divide 
the external sphincter posteriorly. Do this when it is possible ; 
i.e., when the growth does not come too low down. Now, with 
the finger in the rectum and the thumb in the cut between t\\fi 
sphincters, put one blade of a pair of long, blunt-pointed scis- 
sors into tlie posterior cut and push the other blade into the 
cellular tissue of the ischio-rectal fossa. After this, cut throuffh 
all the cellular tissue between the blades, and re|3eat this pro- 
ceeding on the other side, keeping the finger of the left hand in 
the rectum while* the left side is being incised, and the first 
finger of the right hand while the right side is being cut. Of 
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course, to manage this properly you must bo ambidextrous. 
Then introduce sponges into tlie incisions on each side of the 
bowel and separate the outer parts from tlie bowel by broad, flat 
retractors. (See Fig. 80.) Bleedhig is then prevented and 
you need not stop to clip tlie vessels. Next, tuni to the jx^rineal 
jMirt. With the finger still in the bowel and the thumb outside 
it you can tell, by the amount of the wall of the gut between 
finger and thumb, how near to the rectum you are cutting. If 
the scissors is kept cutting on the thumb-nail, and the rectum is 
drawn backward while you are cutting (see Fig. 81), there is 




Fig. 79.— Herbert Allingbum'8 Method of Excision of Rectum. 



no danger of wounding the urethra or bladder, or of incising 
the bowel. When all the rectum is separated from the tissues 
around to one inch (2.54 centimetres) or more above the growth, 
tlie sponges may be taken out. On to the rectum, now freed, 
above the growth apply a large pair of Spencer Wells's 
rectangular pressure-forceps, one on one side and one on the 
other side of the gut. When the rectum is removed on the 
distal side oi the clips a stout ligature is passed beyond the 
rectangular part of the clip and is tightly tied as the clip is 
slowly slackened. The same is done with the other clip. This 
secures any large superior hemorrhoidal vessel that there may 



be in llic cut end of the gut. Tliere is generally little bUt'd- 
ing, bfcimse the inlmor hemorrhoidal vessels and any otliera 
ninniu^ acioss tlie iscliio-rectsil spaces of the rectum are smul), 
and soon retract and contract. They may be easily made to do i 
so by sponging the wound with equal pavts of very hot water j 
and s|)irit. The only large vessels that may be divided are the I 
superior liemorrlioidal, which are situated in tlie rectal walls. 
It is well, before cutting the lower jKirt otf, to secure the upjicr I 
]>art witli the flip, as it might otlierwisu slip out of reach and ] 
bleed freely. By tlicse means the rectum may be removed i 
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ten minutes with tlir greatest case. There are a few imiwrtaiit 
points to be observed in this method of excision: — 

1. Little hemorrhage is to be feared if the above details 
are attended to, and, tlie more quickly you o|K>rate, the less ' 
bleeding there is. If an hour be taken in excising the rectum 
much blood is necessarily lost by your wasting time to pick up 
vessels which will slop bleeding of their own accord if left alone 
or subjected to a little pressure. 

2. IJy not dividing the bowel itself when making the i 
dorsal incision you can. by means of the finger in the gut, 
which is still a tube, and by tlie tliumb, wliicli is outside the 1 
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rectal wait, easily tell wliore you are cutting. Greater speed is 
thus iusured. 

3. By leaving the external spliincter, when'it is possible, in 
the outer skin, sphincter power is retained alVr the operation, 
whereas il' the external sphincter is removed witli tlie gnt no 
retentive control can he exercised. Several patients nixni whom 
I liave oiK'mted in this manner have had good control over 
tlieir motions. 

i. Blmit-pomted scissots aie used ni the greater part of 




the operation, as one can cut witli them with more precision 
and greater rapidity. 

5. In women tlie assistant's finger ought to be introduced 
into the vagina to give timely warning when you approach too 
near its mucous membrane. 

In most oC my cases it was absolutely impossible to bring 
down the stnmp ol' tlie rectum to the skin; if, indeed, these 
parts could be brought together the tension would be so great 
that tlie sutures would be torn ont in a few hours. It is liard 
to understand how Vnlkmann brings the rectum to the skin, 
puts in sutures, and gets primary union. 
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I have never used carbolic dressings with the view of fol- 
lowing Sir Joseph Lister in his antiseptic treatment ; in fact, 
these operations appear to me to be about the very last to which 
the process, valuable as it undoubtedly is in some cases, is ap- 
})licable. Looking at the chasm I make and the part in which 
it is made, to shut up the cavity by sutures and then endeavor 
to keep that cavity sweet and healthy by drainage-tubes and 
deeper tubes put through holes made by tlie surgeon would be 
making a plaything of antiseptic surgery. How can one pre- 
vent fecal matter from getting hito the wound, so incompletely 
closed as it must be by sutures ? Perliaps it may be said that 
the bowels must be kept confined for days after the operation. 
To this the answer is that it is oft;en impossible to do so. The 
intestines of these patients are always in an irritable condition, 
and neither opium nor any other drug will delay action for 
long. Then, again, it is not good to confine the bowels, for, 
should a large mass form in the upper part of the rectum, such 
pressure on the vessels is exerted tliat congestion and stasis are 
induced, and these conditions are quite inimical to the healing 
process. The best after-treatment of these cases is to establish 
a good draiiiage from the wound and to keep the parts clean by 
syringing with some disinfectant; and if you accomplish this 
you need not fear, for the wound will mpidly fill up and the 
rectum will grow downward and unite with the skin. 

A modification of excision which has been freely discussed 
of late years is Kraske's method, which has found some favor 
with German surgeons and has itself been modified in detail. 
I have used it on several occasions. Witli the patient placed on 
his side, an incision is made in tlie median line through the soft 
parts of tlie back, extending from the second sacral vertebra to 
the anus. The muscular attachments to the sacrum are then 
divided as far as the edge of tlie bone on the left side. The 
coccyx is next excised, the sacro-sciatic ligaments are divided 
as near as possible to the sacrum itself, and the left edge of the 
wound is drawn aside. By chiseling away the lower part of 
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the left side of the sacrum easier access is obtained to the upper 
part of the rectum. Thus additional room is made by dividing 
the bone in a line starting on the left edge at the level of the 
third posterior sacral foramen and passing in a curve concave to 
the left, through the lower border. The chisel is next turned 
through the fourth foramen to the lower corner of tlie sacrum 
on the left. The rectum is then in sight and can be excised up 
to its junction witli the sigmoid flexure. Further, if desirable, 
the upper part of the rectum can be excised, the lower portion 
being left intact. 

Dr. Rehn, of Frankfort, begins his modification by an 
osteoplastic resection on the left side of the sacrum. An incision 
is made, and the bone is divided transversely between the third 
and fourth foramina, the flap of the bone, etc., being put aside 
to the right. Ample room to work in is thus obtained, and the 
surgeon can remove the growth from above and behind. Within 
ten days, if there is still insufficient defecation, the intestine 
may be incised above the stricture. The gut is then pulled 
down and joined to the lower portion. Further modifications 
have been devised by American surgeons. 

After" Treatment of Excision of the Rectum. — The vessels 
being secured and the parts thoroughly sponged with hot spirit 
and water, the finger is inserted into the end of the bowel, there 
being always sufficient room between the stout ligature ])ut on 
to the stump of the bone above the rectangular Spencer Wells 
clips. A long strip of wool is then passed along the finger into 
the bowel. This prevents any blood escaping into the intes- 
tines should there be any afler-hemorrhage. The large cavity 
from which the rectum was removed is then well stufted with 
some antiseptic wool, and a T-bandage is tightly applied so as 
to exert pressure upon tlie wool whicli plugs the cavity. The 
patient, after the operation, suffers, as a rule, some consider- 
able shock, and requires careful attention and administration 
of stimulants. If the shock be verv severe it mav be advisable 
to transfuse three or four pints of warm saline solution. The 

20 
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next day the greater part of the wool is removed, the parts 
being kept moist witli some antiseptic solution. Day by day 
more of the wool is removed, the piece of the bowel being 
pulled out not later than the fourth day. On tliis fourth day a 
good dose of castor-oil is given and the bowels are made to act 
freely, and are then kept acting every otlier day. The wound 
should bo dressed gently, night and morning, with iodoform or 
any other ointment which may appear to be suitable for the 
wound, according to its condition. When, in some weeks' time, 
tlie parts are mainly healed, tlie finger must be passed niglit and 
morning, or, if necessary, a bougie may be inserted and allowed 
to remain in the rectum a few minutes at a time. As a rule, 
after the parts are healed it is necessary for the patient to pass 
the bougie occasionally, — say, every other day or once a week 
for several months. 

Recapitulation. 

It will be gathered from the foregoing pages that I am not 
very strongly in favor of tlie operation of excision of the rec- 
tum. I have come to this conclusion from the observation of 
the very large number of cases of cancer of the rectum which 
I have seen, and from the results of about seventy cases of 
excision which I have done. It is seldom one sees a really 
favorable case for excision. It is perfectly useless to excise the 
rectum when the growth is high up in the bowel or at all fixed 
to the surrounding deeper parts. Again, I have noticed that 
excision of the rectum, or even of parts of the rectum, in the 
younger subjects, ends — though the case be most favorable for 
tlie oj^eration — in an early recurrence of the growth. The only 
cases which appear to give any satisfactory results are in old 
subjects, where the local conditions are most favorable to the 
success of the operation. In several cases the patients have 
remained free from any recurrence of the growth for as many 
as ten years. Old people appear to stand the oiK»ration very 
well, and it is, therefore, well worth i^rforming when the case 
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is a suitable one. With regard to the question of partial or 
even complete excision of the rectum, whenever it is possible I 
leave a healthy strip of mucous membmne, for when it is nec- 
essary to excise the entire circumference of the gut it is usually 
followed by most troublesome after-contraction. So bad is this, 
and so much worry does it cause at times, that in some of my 
cases it has been advisable to perform inguinal colotomy and 
allow the rectum to close. This contraction can only be avoided 
by having such a strip of mucous membrane, which acts as an 
elastic splice and allows of easy dilatation. On several occa- 
sions I have combined excision of the rectum with colotomy. 
In some cases I have excised the rectum first, and then followed 
it some weeks later by colotomy, and afterward excised the 
rectum. In the former of these combinations I have, as a rule, 
performed the colotomy because the rectum has shown, during 
the process of healing, such a tendency to troublesome contrac- 
tion. In the second class I have excised the growth subse- 
quent to the colotomy because I found that excision was now 
possible ; whereas, prior to the colotomy, when the growth was 
imbedded by feces, I had not thought excision either possible 
or justifiable. 

Though I have made use of these combinations, I do not 
think, if the growth is likely to recur, it will be hindered from 
so doing by a preliminary or by a subsequent colotomy. 

In spite of all my plain speaking with regard to excisions, 
I should like it to be borne in mind that, if there is any ques- 
tion as to the innocence or malignancy of the growth, it should 
be presumed to be innocent, and, therefore, not be excised, even 
though it be extensive. 
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COLOTOMY. 



By Herbert William Allinooam, F.R.C.S.Eno. 



I INTEND to set forth as plainly as possible the advantages 
and the disadvantages of colotomy as a whole ; to show the 
good points or the demerits of the main forms of colotomy, — 
namely, left lumbar, right lumbar, left inguinal, right inguinal, 
and transverse, — and to indicate when each one of these respect- 
ive operations can be employed with the most beneficial results. 
It has been thought wise to enumerate all these five methods, 
but for the next few pages, and, indeed, during the greater part 
of the chapter, left inguinal and left lumbar colotomy will form 
tlie main topic of discussion. The transverse method will be 
described in its place ; but as it is rarely used, it cannot yet be 
said to compete in importance with the inguinal and lumbar 
modes. 

No doubt there may be a tendency for the advocates of 
the inguinal method slightly to urge its advantages over the 
lumbar mode, but I am confident they would not assert that 
lumbar colotomy should never be resorted to. In this they do 
not follow tlie example of those veteran surg(»ons who confine 
themselves to praise of the older method, and who altogether 
ignore the advantages of inguinal colotomy, an operation which, 
according to their own writings, they have rarely or never |)er- 
formed. Inguinal and lumbar colotomy alike would suflfer from 
such biased opinions, and some surgeons might be dissuaded 
from trying both operations, and would thus be unable to judge 
which was the better to jxn'form in the different circumstances 
arising in the course of their practice. 
(308) 
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Now that inguinal colotomy lias been fairly and freely 
tried, we are in a position justly to compare it with the lumbar 
method. An endeavor may be made to assign to the two 
ojx^rations their due rank in surgery, and to insure their em- 
ployment on the most fitting occasions. If this attempt be 
successful, the full value of each operation will be brought out, 
and we shall desist from that old plan of using always the one 
or always the other, luider which in certain conditions the 
method neglected was safe and proper, and the mode actually 
employed was dangerous and wrong. 

These remarks as to the injuriousness of bias with regard 
to any particular form of colotomy ni>ply as strongly to the old 
prejudice against the operation in general. Formerly colotomy 
was regard(»d as an extreme measure, which was only to be 
employed in cases where the patient was nearly bursting from 
distension. It was considered to be dangerous and rash, though 
the danger resulted mainly from faulty modes of operating and 
from the slighter attention to antisei)tic precautions than is paid 
nowadays. The making of an artificial anus was held to be a 
nauseating device, and I have heard medical men tell their 
patients that they themselves would rather die in the utmost 
a^ronv than have colotomv done to them. Such remarks are 
positively wicked and absurd, and probably proceed from men 
who have rarely seen the operation performed, and who know 
nothing of the suffering which it saves and the relief which it 
gives. Views of this kind must have been handed down by 
tradition from professional ancestors, who were as ignorant as 
the present holders of such opinions. Men of this stamp 
cherislied the same antipathy to ovariotomy in the early days 
of that operation, and dc^ternnl their patients from undergoing 
it. IJut such futile prejudi(*es have been swept away by the 
energy and ardor of later surgeons, and the old notions against 
colotomy are sharing the same fate. 

A survival of these ideas is the postponement of colotomy 
to the last possible moment. IJut we have now come to see 
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that it is our duty not only to snatch patients from a distressful 
deatli, but also to relieve pain and discomfort in the earlier 
stages of their maladies, so that their remaining days may be 
made as peaceable as possible, and that death, when it does 
arrive, may come to pass with comparative ease. 

I trust I shall not be charged with saying that every patient 
with cancer, or with ulceration combined with stricture, is, as 
soon as he is seen, when the malady is in an early stage, to 
undergo colotomy there and then. That would be as false and 
harmful treatment as to put off operating till obstruction had 
almost caused death. Such cases should be carefully treated by 
opiates, etc., and should be attentively watched. As soon as it 
is found that the patient is beginning to suffer from incessant 
diarrhea, from profuse bleeding, or from great pain, which cannot 
be remedied by medicine, we may then fairly ask whether life 
cannot be made less wretched, and whether colotomy is not best 
suited for that purpose. 

When the patient is in such a state of suffering his med- 
ical attendant should explain to him how matters really stand. 
If he be a victim of cancer he should be told that he has an 
incurable disease which will grow, and that he may expect an 
increase of his discomfort, whether it be persistent diarrhea, 
bleeding, or pain. He may then be informed that his trouble 
will probably be relieved by colotomy ; but he must also be 
made? to understand what colotomy means, — viz., that the mo- 
tions will always pass by the artificial opening. All questions 
asked should be faithfully answered, and the medical adviser 
should sUite what choice he would make and what he would 
have done to him if he were placed in similar circumstances. 
Strongly to urge colotomy witliout fully explaining its meaning 
is obviously as wrong and unfair as the prejudiced advice not 
to undergo colotomy. Inveterate habit and ingrained ignorance 
may still sometimes prevent the performance of colotomy when 
it is really needed, but its advantiiges are constantly becoming 
more generally recognized. A careful consideration of the 
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condition of the patient is the first requisite, and then, when we 
have put away all preconceived notions, we sliall be able to see 
whether colotoniy is advisable or not, and shall be able to deter- 
mine wliat method is best adapted to the particular case. 

The Conditions Necessitating Colotomy, and the 

Choice of Operation. 

We must now consider what are the conditions which call 
for one or other of the operations of colotomy, — namely, left 
inguinal, left lumbar, transverse, right lumbar, or right inguinal. 
I have already described the various kinds of cancer in the rec- 
tum, but it is necessary to state the position it may occupy in 
the other parts of the large intestine. In the sigmoid, descend- 
ing, transverse, and ascending colons cancer is generally an 
annular, scirrhus-like growth, which gives rise to narrowing of 
the gut. Occasionally in any one of these positions the disease 
may be an extension of a cancer in one of the neighboring 
organs, which, by its growth, pressure, or contractions, may 
narrow the colon in any of its segments. Putting aside the 
rectum, the most common places for these annular strictures 
and pressure-growths are at the sigmoid, splenic, and hepatic 
flexures, the order given representing the degree of frequency. 

Narrowing of the gut may also follow from tubercular 
ulceration, syphilitic ulceration, or dysenteric scars or ulcers, 
with stricture. In the sigmoid flexure there may be traumatic 
or inflammatory conditions due to pressure upon the sigmoid 
intestine by the child's head during labor, or to adhesions or 
contractions which result from neigliboring inflammation or 
abscesses. It is obvious that inflammations or contractions in 
the vicinity may similarly cause inflammatory conditions in any 
part of the colon. Last of all, there may be some congenital 
narrowing of the gut, necessitating colotomy either in early or 
in later life. But these states are rare and need not occupy 
space in this work. 

The question at once arises: When is colotomy called fori 
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Tlie commencement of obsfrncticyfi is the first point to be 
discussed. When the rectum is involved and an obstruction is 
felt and begins to be complete it is needless to waste time by 
waiting. The administration of oil, injections, and so forth, 
is of no practical use, for they give but temporary relief, and 
the patient will be sure to have to undergo the operation later 
on, probably under much more adverse circumstances, when he 
is worn out and exhausted bv distension. In such rectal cases, 
therefore, it is far better to perform colotomy as soon as the first 
definite symptoms of obstruction become manifest. 

In otlier parts of the huge intestine it is not wise to per- 
form colotomy immediately, for there is no absolute certainty as 
to the nature of the obstruction, which may be only fecal, and 
its position is often very difficult to diagnose. In these cases, 
then, abstinence from solid food, administration of belladonna, 
etc., should be first tried, and if they fail to give relief colot- 
omy may be resorted to. If the first attack of obstruction is re- 
lieved, and its nature and position are doubtful, colotomy should 
not be done till after repeated attacks of slight obstruction. 

A few words liirther as to the seat of the obstruction. 
When the growth or stricture is situated within the rectum it 
can be felt, and a rapid decision can be made as to the time for 
performing colotomy ; and if the stricture be innocent it can be 
determined what other line of treatment is best to pursue, — c.gr., 
the use of bougies, division, and so forth. But when the ob- 
struction is in any other part of the large gut, unless a mass 
can be ft^lt, it is extremely diffi(;ult to tell wlmt portion of the 
intestine is aftected. It is then tliat, from fear of performing 
colotomy too early, it is advisable for the surgeon to wait until 
fairly definite symptoms are manifested of an obstruction which 
cannot l)e relieved l)y drugs. 

Palti is tlie next topic of importance. 

Some of tlie cancers of the rectum give intense pain, for 
the motions may pass over an angry, ulcerated surface, or into 
a crater-like mass in which a portion of them may become 
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lodged. When the motions pass over the growth they incite a 
strong desire constantly to go to stool, and tlie incessant strain- 
ing gives rise to pain. Here colotomy is wanted to allay sucli 
suffering. 

Cases of ulceration with stricture of the rectum are fre- 
quently combined witli very large and extensive fistulas, which 
spread from the ulceration in the rectum out into the buttocks. 
These fistulas are often veiy numerous, and when feces and 
flatus pass through them the pain is extremely severe. For the 
relief of this, and for the prolongation of a life which may be 
made better worth living, colotomy is demanded. 

When proceeding from annular cancerous strictures in 
other parts of the colon, pain presents great variability. In 
some cases there is little or none till obstruction has become 
almost complete. In other instances it may be frequent, of a 
colicky nature, and spasmodic. The patient may tlien be able 
to state with approximate accuracy where the pain is, and thus 
lead the surgeon to discover the seat of the obstruction and tlie 
most appropriate mode of colotomy. 

Sometimes the upper parts of the colon are attacked by 
ulceration with its accompanying contraction, and many inches 
of the intestine are involved. The pain resembles tliat given 
by cancerous stricture, being often colicky, and occurring re- 
peatedly, but it is not usually severe till obstruction, too, has 
become a marked symptom. Thus the two conditions become 
united, and conjointly require operation. I must observe that 
for pain alone in the higher parts of the colon colotomy is 
seldom needed. 

Bleeding is another state that may necessitate considem- 
tion. This is especially the case with a soft growth in the 
rectum, which is very vascular, and may be torn by tlie con- 
stant passage of feces over it. Tlie resulting hemorrhage may 
then be very severe and dangerous, and if injections of astrin- 
gents have failed colotomy may be necessary to save life. 
Bleeding rarely occurs to any alarming extent with tubercular. 
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syphilitic, or dysenteric ulcerations, and in these conditions 
seldom calls for operative interference. 

Tlie last state which may warrant colotomy is diarrhea. 
This is notably the case when tliere is cancer of the lower part 
of the sigmoid flexure and upper part of the rectum, or when 
tliere is syphilitic or tubercular ulceration not only of the lower, 
but also of the upper, parts of the large intestine. This diarrhea 
may be most intense, and may occur as frequently as twenty 
times a day, greatly distressing the patient, making his life ab- 
solutely miserable, and wearing him to death. When ulcera- 
tions from tuberculosis, dysentery, or syphilis cannot be treated 
successfully by mild remedic^s, colotomy, by cutting off the 
passage of tlie feces, allows the ulcerations to heal; and by the 
immediate stoppage of the incessant diarrhea, the patients are 
restored to a better state of health. Of course, in order to bring 
this about, the colotomy must be well above the diseased portion 
of the gut. 

It must be borne in mind that though we have considered all 
these conditions separately, as a matter of fact they are generally 
combined, and then more urgently call for colotomy. Cancer 
or stricture of the rectum or colon often demands colotomy 
when obstruction is the only symptom ; but there are cases when 
tliis obstruction is the smallest symptom, and when the patient 
with cancer of the rectum is far more seriously troubled in other 
ways, — viz., he is in constant pain from motions passing over 
the growth, he has great tenesmus, he is terribly distressed by 
having to go to stool over and over again, night and day, and, 
further, he incessantly passes blood mixed with slime. This 
combination of symptoms may occur in cases of cancer or of 
syphilitic or tubercular ulceration in the higher parts of the 
colon ; but, as a rule, obstruction is the main symptom when 
the disease is in the upper part of the gut, and these conditions 
of pain, bleeding, and diarrhea are not so well marked. 

(•olotomy is even more necessary in tubercular or syphilitic 
conditions, when mild treatment has failed and the patients are 
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running down-hill, than it is in cases of cancer. Cancer is a 
mortal disease, and tlie sufferer's term of life will not be long. 
These otlier conditions are not necessarily fatal, and, if the dis- 
tressing symptoms are relieved and the passage of feces is cut 
off, the rest from pain and irritation may allow the diseased 
parts to heal and the patient be enabled to live to a good age. 
The older school may dispute these views in consequence of 
their opinions as to the conditions of existence after colotomy 
has been performed, but I strongly hold to my contention. 

The Choice of Operation. 

We are now led to consider which kind of colotomv is the 
best to perform in any particular circumstances. Tliis question 
of the choice of the operation is of extreme importance. 

First, let us take the cases when the obstruction is in the 
rectum and can be easily felt and diagnosed. These can be 
arranged under several heads. 

1. Cases of very complete obstruction. The obstruction 
having been complete, perhaps, for ten or more days, the in- 
testines are very distended and it is necessary to open the gut 
at once. Cases of this class are, I think, better treated bv lum- 
bar colotomy ; for it is only when the intestine is very distended 
that it is possible or probable that the gut can be Ojx^ncd with- 
out opening the peritoneum. My reasons for this assertion 
will be explained when 1 discuss the lumbar operation. 

2. In the second division the obstruction is well marked 
and of a few days' duration, and the distension, though not 
very great, may at the same time be fairly marked. In this 
class the choice between inguinal and lumbar colotomy may be 
left to the operator, for there is no great necessity to open the 
bowel at once. It is better for the gut to be fixed up (say, for 
twelve hours) till the peritoneal cavity is well blocked off by 
lymph, and thus made safe from extravasation of feces when 
the bowel is opened. If the distension is very slight the in- 
guinal operation should always be chosen ; but if it is well 
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marked and the case borders on class 1, lumbar colotomy sliould 
be performed. 

3. The third variety comprises those cases in which there 
is very slight or no obstruction, and when the object of surgical 
interference is to relieve pain, irritation, or bleeding, or to di- 
minish the rapidity of the growth. There is no doubt that 
inguinal colotomy is then the better method to employ. 

If the surgeon like, he can perform inguinal colotomy in 
all the foregoing conditions if he will use a Paul tube, which 
may be inserted at once into the distended gut and tied. The 
motion is then carried away by the tube into a basin under the 
i)od. In this way chance of the peritoneal cavity becoming 
fonled by fi^ces is prevented. 

The question of choice is further affected by the cause for 
the operation. If it is cancer which gives rise to obstruction 
only, with no pain and little diarrhea, the surgeon is free to 
make his own option between inguinal and lumbar. But if 
the cancer cause great pain, diarrhea, and bleeding, then, if 
possible, inguinal colotomy should be done ; for a good spur 
can, as a rule, be procured, whereas in lumbar colotomy the 
making of a spur is much more a matter of difficulty, and is 
sometimes quite impracticable. When in the rectum there are 
non-malignant strictures, combined with tubercular, sypliilitic, 
or dysenteric ulcerations, and often with fistulas, the importance 
and possibility of making a spur again demand inguinal colot- 
omy. 

There are other reasons for preferring inguinal to lumbar 
colotomy. The opening is in front and can be attended to by 
the patient himself with far greater facility than when it is in 
tlie Inmbar region. Further, a pad or truss can be readily 
adjusted to the opening in the groin. The inguinal opemtion 
can 1)0 performed with much greater ease; the patients usually 
get well much more quickly, and there is less risk of opening 
any other viscus than tlio colon. In all these points the ingui- 
nal is an advance upon the lumbar o^^eration. 
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The three remaining forms of colotomy — transverse, right 
lumbar, and right inguinal — are very difficult to choose be- 
tween. Of course, if there is a stricture the position of which 
can be diagnosed, or if, in cases of ulceration, the end or, 
rather, the starting-point of the ulceration can be told, then the 
rule is to perform the colotomy only just above the seat of tliat 
stricture, or of that stricture with ulceration. But this can 
only be discovered when there is a tumor or distension, or 
when the patient, from the pain and so forth, can indicate the 
locality. 

On the other hand, if the case is uncertain, it is always 
wise to start with a median abdominal exploration. The ex- 
ploratory incision should be made above the umbilicus and the 
hand be passed into the alidomen and down to the sigmoid 
flexure. It should next be traced upward until the stricture is 
felt or the narrowing caused by the ulceration be found to cease. 
The colotomy sliould then be {)erformed just above the seat of 
the obstruction. For instiince, if the disease is about the splenic 
flexure of the colon, choose a transverse colotomy ; if it is at or 
extend up to the hepatic flexure, use a right lumbar colotomy ; 
if it extend lower down, resort to the right inguinal operation. 

Again, if an exploratory examination by tlie median in- 
cision fail to discover definitelv where the ulceration ends or 
where the stricture is seated in the large intestine, it is wiser to 
do a right inguinal colotomy, so as to make sure of being well 
above the diseased part. 

Choose the operation which can be done nearest to the 
disease, — that is to say, if the splenic flexure be at fault, use 
tmnsverse colotomy. The reason is that the length of the 
transverse mesentery gives a good cliance of making a splendid 
spur; but this opportunity is not always found in right lumbar 
and never occurs in right inguinal colotomy. 

There is another good reason for colotomizing as near the 
rectum as possilde; the higher one proceeds in the bowel, tlie 
less solid the feces become. In left inguinal and in left lumbar 
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colotoray it seems that the feces are nearly solid, for the greater 
part of tlie large intestine is above them and absorbs tlieir 
liquid portion. In the transverse opemtion the motions are 
generally, though not invariably, liquid. In the riglit lumbar 
and the right inguinal methods, as far as my exj)erience goes, 
the feces are always liquid, and are a continual source of annoy- 
ance to the patient later on, for motions are retained when 
solid, but are constantly discharged when liquid. 

It is perhaps advisable to add that when the median ex- 
ploratory incision has been made and transverse colotomy is 
decided upon, the lower part of the incision is brought together, 
the upper inch (2.64 centimetres) or so alone being utiHzed to 
bring the transverse colon through, and then fixed up into the 
wound. If the examination reveal the impossibility of a tnins- 
verse colotomy, or of one lower down, — i.e., nearer the rectum, 
— the incision is closed, and a right lumbar or right inguinal 
operation is proceeded with in the manner hereafter to be 
described. 

Anatomy of the Colotomies. 

Before describing the various methods of performing colot- 
omy it may be well to devote a little time to the anatomy of the 
regions to be operated on. Minute details are useless from a 
surgeon's pohit of view ; but, at the same time, rough surgical 
anatomy may be found to be of assistance when any difficulties 
arise in the operations. 

Left Inguinal and Right Inguinal Colotomy. 

We will first discuss the anatomy of left inguinal and 
right inguinal colotomy, for the main features are alike, the 
only differences lying in the character of the gut and the varia- 
tions in the arrangement of the peritoneum. The skin need 
not detain us, but the cellular tissue varies greatly, sometimes 
being very thick and extensive, especially in stout patients, 
whereas in the tliin there mav be little or none whatever. The 
next structure of importance is the extenial oblique muscle, 



COLOTOMY. 319 

whose fibres run in the direction of the superficial incision, — 
viz., downward and inward. Its thickness, of course, varies 
with the muscular development of the patient. As soon as 
this muscle is divided, the internal oblique is exposed, and may 
be recognized by the direction of the fibres, — viz., upward and 
inward. The next object of interest is the last layer of muscle, 
the transversalis abdominis, which may be distinguished by the 
transverse direction of its fibres, which run from outward 
directly inward. When this has been exposed and divided, a 
thin layer of fascia comes to view, which is known as the trans- 
versalis fascia, and varies both in thickness and in color. If 
the operator is not careful this may be mistaken for the perito- 
neum, and much time be wasted over it under that erroneous 
impression. Under this lies the subserous areolar tissue, which 
may present another pitfall; for it is often taken to be the 
omentum. This is more especially the case when the trans- 
versalis fascia has been opened in the belief that it is the peri- 
toneum. This error, however, should never occur, for the fat 
of the subserous areolar tissue is very different from the fat of 
the omentum. It is usually darker in color and more consistent, 
and never bulges up through the opening in the transversalis 
fascia as the omentum does when the peritoneum is opened ; 
for, when that is the case, the omentum, if near, bulges through 
and even appears, as it were, to flow through the aperture in the 
peritoneum. 

After the subperitoneal fat has been divided the peritoneum 
is reached. It is of a slatish-blue hue, and is as variable in 
thickness as most of the other structures alreadv described. 
The peritoneum, as is well known, lines the posterior surface 
of the belly-muscles, and as it approaches the side of the l)elly 
is reflected from these muscles over the surface of the sigmoid 
colon, then over the iliac fascia and iliacus muscle, which 
occupy the concave anterior surface of the ilium. It is impor- 
tant to bear tliis in mind in connection with the two errors just 
referred to ; for when the transversalis fascia has been mistaken 
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for the peritoneum, and the subserous areolar tissue has been 
thought to be the omentum, and been burrowed about in, the 
peritoneum which covers the subserous areoUir tissue may be 
puslied off the ilium and the search for the gut made over the 
surface of the ilium, the peritoneal cavity having never been 
opened at all. 

Another important point in connection with the perito- 
neum is the way in which it surrounds the sigmoid flexure. 

As shown in Fig. 82, the peritoneum lines the abdominal 
muscles and then passes over the sigmoid, binding it closely 
down to the ilium (there being little or no play for the gut ; in 
fact, tliere being little or no mesentery) and then being reflexed 
over the surface of the ilium. 
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Fi{;. 82.— Uelationsuf Peritoneum with Mesentery. 



Fig. 83 represents the second state, when, in consequence 
of the reflexion of the peritoneum, there is some n)ovement of 
the hitestine. Here there is what I would term a medium-sized 
mesentery. In Fig. 84 there is a long mesentery, and thus there 
is free movement of the sigmoid flexure. 

These three conditions only hold to any large extent in left 
inguinal colotomy, though at times, but rarely, they may apply 
to the cecum. As a rule, however, Fig. 82 represents the state 
of the cecum. Though apparently trivial matters, these points 
are of great importance from the surgeon's point of view, both 
with regard to operating and to the ailer welfare and comfort 
of the patient. 
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Lumbar Colotomy. 

The regional anatomy of lumbar colotomy presents many 
affinities to that of uiguinal colotomy, though there are differ- 
ences. In the lumbar region tlie celluhir tissue is usually more 
abundant. The first muscles divided are the external oblique 
and the latissimus dorsi, which are in the same phine. As 
in inguinal colotomy, the fibres of the external obHque run 
downward and inward, and behind this is the latissimus 
dorsi, the course of its fibres being directed downward. This 
muscle (as is the case in all regions) is separated by a 
thin layer of cellular tissue from the internal oblique, whose 
fibres go upward and inward, the posterior ones running 
almost directly upward. The next structure is the lumbar fascia. 
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Fig. 83. rig. 84. 

Relations of Peritoneum with Mesentery. 

which, if the term be permitted, is the tendon of the trans- 
versalis muscle, a few of the posterior fibres of which may be 
exposed as it springs from the fascia. These fibres have a trans- 
verse direction. This fascia is very tough and thick, and is 
usually of a strong, fibrous nature. When the transversalis 
muscle and its tendon are divided, the anterior edge of the 
quadmtus lumborum may be exposed, or may have to be severed, 
if it is large. The fibres of this muscle run vertically upward 
or incline sHglitly upward and backward. Nearly on the same 
plane as the quadratus lumborum, and under or posterior to the 
transversalis abdominis, is the transversalis fascia, which is inti- 
mately blended with the fat which is below or behind it, and in 
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which, or rather among which, the kidney and colon are to be 
found. In the lumbar region the subserous areohir tissue is 
very thick and abundant, and at times is difficult to distinguish 
from the peritoneum which it covers. 

The next structure to be exposed is the posterior or oater 
surface of the large intestine, and then, as used to be said, with- 
out opening the peritoneum^ there appear the longitudinal bands 
and appendices epiploicaj 

Now, in order to explain wlien the longitudinal bands can 
really be seen, and when they cannot, it is necessary to give a 
detailed description of the large intestine. I am compelled to 




Fig. 85.— Longitudinal Bands and Appendices Epiplolcae. 

do this, for it has been stated that, in lumbar colotomy, when 
the parietiil peritoneum is not opened the longitudinal bands and 
the appendices can be seen, and tliat tlius the large intestine can 
be distinguished from any otlier part of tlie intestinal tract. 

We are aware that tlie large gut, from the cecum down- 
ward, has two distinctive features. The first is the presence of 
tlie three longitudinal bands, one on the anterior surface of the 
gut. Fig. 85 (-/I), another on the posterior (^), and the third on 
tlie inner aspect (C). The second cliaracteristic is that attached 
to the large gut are the appendices epiploicae, which occur on no 
other part of the alimentary canal. I have noticed that the 
peritoneum, as it is reflected from the anterior abdominal mus- 
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cles, is loose, and that then, where it commences to surround the 
large gut, it becomes quite firmly adherent to the intestine at 
the longitudinal band A^ It is now so fixed that it cannot be 
separated from the gut, it covers up band C, and is continued 
on to band B, Finally, from tlie posterior edge of B it may 
pass off the gut on to the posterior part of the abdominal wall. 
Thus Fig. 85 will show that the outer part of the gut is un- 
covered by peritoneum. However, I have already explained 
that tliis is by no means the usual state of things. If we look 
at the cases of a medium-sized mesentery (as in Fig. 83), we see 
that the peritoneum is continued even farther backward beyond 
and behind the bands A and B (Fig. 85), and thus forms a 
mesentery, and that hence little or none of the intestine is un- 
covered by peritoneum. In cases where there is a long mes- 
entery (Fig. 84) this is even more marked, for then there is 
pmctically no part of the gut uncovered by peritoneum. 

There is another important point which further disposes of 
the erroneous idea that tlie longitudinal bands can be seen witH- 
out the parietal peritoneum being opened. Take a piece of 
large intestine covered by its peritoneum and carefully examine 
it. It will then be observed that when the intestine is sur- 
rounded by peritoneum the bands are most distinct, looking 
like white, silvery lines, about a quarter of an inch (6.3 milli- 
metres) broad. All three of them will usually be found to be 
well marked. But when examination is made of a piece of large 
intestine uncovered by peritoneum, no band is visible. Further, 
if an attempt be made to strip the peritoneum off the intestine 
at A and jB, the longitudinal bands will be seen to come away 
with the peritoneum and then become lost ; or, if they do re- 
main attached to the gut after the peritoneum has been removed, 
they are most indistinct and badly marked. 

The above will show how mistaken are those who hold 
that the longitudinal bands, as bright, shiny bands, can be seen 
without opening the parietal peritoneum. Probably, unknown 
to themselves, they have divided the peritoneum and so opened 
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the abdominal cavity, for unless that cavity is opened it is 
impossible to see the bands on the large intestine. 

I contest in the same manner the assertion that the appen- 
dices epiploica) can be seen without oix*ning the peritoneum. 
This, again, is an impossibility. These appendices are but 
small pedunculated masses of fat, enveloped by peritoneum 
(see Fig. 85) and attached to the inner as|)ect of the intestine. 
The diagram shows that to view them it is absolutely necessary 




Fig. 86. 



Fig. «8. 



Kg. 90. 




Fig. b7. 





Fig. 89. 

State of Gut with Varying Mesenteries. 



Fig. 91. 



to open the parietal peritoneum. To see them on the non- 
peritoneal surface of the intesthie would be impossible, for if 
not covered by peritoneum they would lose their distinctive 
characters and become small masses of fat, indistinguishable 
from the subserous areolar fat, which has to be worked throujrh 
in the downward progress to find the gut. 

There is a further point, — the anatomical arrangement of 
the peritoneum when the gut is distended or collapsed. When, 
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as in diagram 86, there is a distended gut, with little or no 
mesentery, the peritoneal reflexions are separated, and hence a 
good portion of the posterior or outer aspect is uncovered by 
peritoneum. Less surface is uncovered when, as in diagram 
87, the gut is undistended. These alterations are of practical 
importance only when there is no mesentery, for when there is 
a medium mesentery, as in 88 (distended gut) and 89 (undis- 
tended gut), or a long one, as in 90 (distended gut) and 91 
(collapsed gut), there is no separation to be seen which is of 
real surgical value. 

Transverse Colotomt. 

Transverse colotomy, as aheady observed, is usually com- 
bined with an exploratory abdominal section, the incision made 
being a median abdominal one. The anatomy is as follows: 
After the skin has been divided some cellular tissue is met with, 
wliich varies in amount, and a few small vessels, which gener- 
ally require attention. The next structure which is seen is the 
median raphe, and a little to the left of this may be observed 
the aponeurosis of the internal oblique; this covers the next 
object for consideration, — viz., the rectus abdominis, whose 
fibres run in a perpendicular direction from above downward. 
These fibres are divided, and we come upon the posterior layer 
of the fascia of the internal obhque ; this, too, is divided, so as 
to expose the subserous areolar tissue and, lastly, the perito- 
neum. The transverse colon is now reached, and can be identi- 
fied from its longitudinal bands and appendices ei)ii)loica3. It 
has a good mesentery, which is easily to be made out. Obvi- 
ously, if the large omentum present, it may have to be pushed 
out of the way before the colon is arrived at. 

In this sketch of the anatomy of the region I have de- 
scribed the anterior and posterior layers of the divided tendon 
of the internal oblique, with the rectus abdominis between 
them. Hence, it will be noticed that the incision is taken 
tlirougli the rectus muscle, and not through the central point of 
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union in the middle line, for at that spot there are no layers of 
the tendon of the hiternal oblique and no rectus muscle is 
divided. However, I have purposely gone through the rectus, 
for it is the best incision, as it leaves a far firmer scar than 
when the incision is made in the median line. The latter 
is the usual place, but it is wrongly chosen, for a weak scar is 
often left, which may lead to hernia in the future. 

If a division be made of the right rectus, the round liga- 
ment of the liver may be seen after the posterior sheath of the 
rectus has been cut ; but it is not advisable that the incision 
should ever be made except slightly to the left of the middle 

line. 

The Operation of Inguinal Colotomy. 

We now arrive at the operation of inguinal colotomy. 
Though the right inguinal mode will receive brief mention, the 
discussion will be mainly of left inguinal colotomy, wliich is by 
far the most frequently performed. 

Whenever there is any possibility of choice as regards the 
anesthetic, it is better to use chloroform, — not that it is safer 
tlian ether, but because it presents several advantages from an 
operative point of view. When under ether, patients are in- 
vigorated, but in chloroform anesthesia they are, as a rule, 
rather depressed and therefore quieter. Tlius their breathing is 
less rapid, and, when the operation is being done, the abdominal 
muscles do not move so much. Further, chloroform causes a 
gn^ater relaxation of the muscles and renders them easier to 
work in, whereas ether ai)pears to stimulate them. If there be 
this stimulation, the fingers, when inserted in the abdomen, are 
gripped by the muscles and cannot be used so freely. 

Again, witli chloroform there is never, or seldom, the 
stmining which is noticed wliile patients are under ether. This 
straining, or coughing, naturally tends, when the abdomen is 
opened, to force its contcMits through the aperture, and, more- 
over, makes the muscles rigid. Sometimes, too, the stimulation 
of ether causes bleeding from small arteries and veins, in conse- 
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queiice of the congestion which is occasioned. This does not 
occur when chloroform is used, for it lowers the arterial tension. 
Attention to these details may render the operation easy and 
comfortable, while a disregard of them may make it difficult and 
irritathig. 

The instruments are as few and as simple as possible, — viz., 
a small scalpel, about half a dozen of Spencer Wells's clips, a 
pSLiY of dissecting-forceps, scissors, and straight needles. 

The patient is placed on a hard couch and anesthetized, 
the legs and chest well covered with blankets, a mackintosh 
being over these, and wet towels over the mackintosh. The 
part — viz., the left or right inguinal region — is well cleansed 
and cleared of any hair. 

Then, about one and one-half inches (3.8 centimetres) in- 
side the left anterior snperior spine of the ilium, and parallel 
with Poupart's ligament, divide the skin and cellular tissue by 
an incision not more than two inches (5 centimetres) long, and 
frequently less. With a stroke of the knife sever the external 
oblique and the other muscles until the subserous areolar tissue 
is reached. This is picked up with two clip-forceps and divided. 
As soon as the peritoneum is opened (which may, as a rule, be 
told from some omentum forcing its way through the aperture), 
introduce the finger into the opening, and with scissors divide 
the deep structures up to the extent of the skin-wound. I never 
use a director, which is a coufushig instrument, and tends fre- 
quently to split up the structures into layers. If the operator 
has a keen eye and a liglit liand, all the structures down to the 
peritoneum may be divided witli mpidity and certainty, and all 
such perplexity be avoided. As soon as the peritoneum is 
divided secure it with clii)-forceps so as to prevent it being 
pushed away ; moreover, when it is held up, it stops any oozing 
of blood from the cut muscles passing into the abdomen. A 
flat sponge, with a string attaclied (to pn^vcnt it being lost in 
the belly), is introduced to keep the intestines out of the way 
and to catch any blood that might drain into the abdomen. 
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while the parietal peritoneum is being carefully sewn to the skin 
all round by interrupted fine carbolized silk or catgut. This 
mode of joining the skin and the peritoneum induces rapid 
healing and lessens the danger of discharge from the muscles 
finding its way into the peritoneal cavity. 

Then the sponge is removed and a search is made for the 
sigmoid flexure. In most cases it bulges into the wound, and 
is easily recognized by tlie longitudinal bands and appendices 
epiploica3, but occasionally the small intestine or the great 
omentum presents itself When the large intestine does not 
appear, pass the first finger into the abdomen, sliding it over the 
iliacus muscle until you arrive at the intestine, which should Ik? 
hooked up to the opening with the finger and thumb. If this 




Fig. 92.— Muturing Out. 

maneuvre fail, search toward the sacrum, feel for the rectum, 
and trace the gut up ; should this not succeed, the finger must 
be passed upward toward the kidney and the descending colon 
felt and traced downward. This usually has to be done when 
the mesentery is long, — say, 5 inches (12.7 centimetres) or moiT. 
The large intestine is much thicker and firmer to the feel than 
the small intestine, and can be distinguished from it by the 
ridges formed by the longitudinal bands. 

When the gut has been found and brought to the surface, 
pass it through the fingers and seek for a piece with a suflScient 
mesentery. Naturally this ran be done only when the seat of 
the disease is in the rectum or the lower part of the sigmoid 



COLOTOMY. 329 

flexure. Generally the part of the sigmoid first pulled up has 
quite sufficient mesentery. 

A good knuckle of gut being pulled through the wound 
with the finger and thumb, the mesentery is made out behind 
the intestine. A needle threaded with carbolized silk is next 
passed through the skin on the outer edge of the abdominal 
opening, then through the mesentery behind tlie bowel, back 
again through the mesentery, and is then tied to the end which 
had previously gone through the skin. (See Fig. 92.) When 
the suture is tightened it keeps the peritoneum of the mesentery 
against the parietal peritoneum. This is the safest and quickest 
of the many ways suggested for fixing the mesentery, and is as 




Pig. 93.— Gut After Operation. 

efficient as any of them. The harelip-pin, the use of which 
has been proposed, is clumsy and unnecessary ; further, if it has 
to be removed the mesentery may drop back. Next secure the 
prominent piece of gut to the edges of the wound. In several 
places around fix the gut to the skin by passing the needle very 
carefully, so as not to prick the mucous coat, the sutures being 
passed only through the muscular and serous coats. If possible 
choose a longitudinal band to put the needle through, for that 
part of the intestine is tough and thicker. Pass one suture at 
the upper and one at the lower angle of the wound, and another 
on the opposite side to the mesenteric stitch, and put in more 
if you find that there is too great a gap between the bowel and 
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the skill-edge in otlier parts. The more distended the belly is, 
the more of these sutures are required in order to prevent the 
small intestine or the omentnm from being forced out between 
the large intestine and the skin-wound. 

By this method I liave often performed tlie operation in 
fifteen minutes. When the opemtion is finished, the appearanee 
of the gut is as shown in Fig. 93. 

The gnt is then covered over by some green protective, 
antiseptic dressings are applied, pads are placed over the opening 
to prevent any vomiting from causing the gut to break away 
from tlie suture, and the whole is held by an ovariotomy 
bandage. 

The next day, or even after six hours, if there is great dis- 




tension or much pain, the gut, wiiich by that time is thoroughly 
glued up to the nbdominiil opening, msiy be opened, and wind 
and feces be allowed to pass out. If tlie condition of the 
patient is satisfactory the gut may be left alone for three or four 
days. To o|jeu tlic gnt use scissors, cutting tlie intestine from 
above downward to the extent of about one and one-half inches 
(3.H centimetres). 

TIkh'o is generally a large (piantity of gut, or rather walla 
of gut, ou hotli sides of the inoisioti. It is now my practice to 
cut tliis away till the edge of tlie gut is nearly on a level with 
the skin (see Fig, 94) ; the portion above the dotted line in the 
figure is removed, Unh'ss this is done there is too great a 
prominence, for thougli the walls shrink to a certain extent 
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they do not contract sufficiently. There is little bleeding, and 
no pain is caused when the gut is opened or cut away. If 
there is a good spur a double-barreled opening is now seen. 
(Figs. 95 and 96.) 

The essential point of my operation is to make a good spur 




Fig. 05.— Double-Barreled Opening. 



SO as to prevent feces passing below the artificial opening. Here 
is the method in brief: To procure a spur means to fix up the 
gut, by tlie mesenteric stitch, in such a manner that no feces 
can possibly pass from the upper part of the intestines beyond 



















Fig. 96.— Showing Double-Barreled Opening with Directors Passed into Each Orifice. 

the inguinal opening into the portion of the gut below the 
opening; such passage of feces will only further irritate the 
malignant growth or stricture with ulceration. 

Unless such a spur has been obtained, I consider the oper- 
ation to have been a failure. This is particularly the case at 
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the present time, when inguinal colotomy is done much earlier 
than formerly, and when one of the main objects of the oper- 
ation is to relieve or allay this very irritation. If, through tlie 
neglect to make a spur, this irritation is maintained, or even 
aggravated, and the concomitant diarrhea and pain are not 
stopped, we shall merely have added to the patient's discom- 
fort ; for he will have a fecal fistula in the groin, instead of 
a complete and perfect artificial anus intended to relieve the 
irritation of the rectum bellow the opening. 

The Supplementary Operation. 

After I had performed eighteen cases of inguinal colotomy 
I became able to observe the various points of the ojx»ration. 
I found that there was one condition in which ojierating in 
the iliac region might be disadvantageous, not to say distressful, 
in its results. In more than six out of the cases I noticed that, 
after the patients had got up and been able to go about, they 
suffered from a large procidentia of the gut through the inguinal 
opening. This naturally occasions great discomfort and neces- 
sitiites the use of a strong truss to retain the intestine in its 
place, and whenever the bowels act this procidentia occurs. 
For a long time I ])ondered over the possible causes of this 
procidentia and could not easily arrive at a satisfactory solu- 
tion. 

My first theory was that an excessive largeness of the 
incision in the abdominal wall had brought about this unlooked- 
for and altogether undesirable effect. In some of my cases, 
therefor(% I limited the incision in tlie abdominal wall to a 
length loss than two inches (5 centimetres) and found some 
variability in the results. In one or two cases the procidentia 
was partially obviated ; in others it was as bad as ever. I had, 
then, to come to the conclusion that my theory had been erro- 
neous, and that an increase or a decrease in the size of the 
incision could neither cause nor impede this protrusion of the 
gut. After thinking over the matter, it occurred to me that the 
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procidentia migtit liave some relation to the length of tlie sig- 
moid mestnitery, which is sometimes of considernble dimensions, 
measuring at least four inches (10 centimetres) from tlie intes- 
tine to its attachment to the ilium. It may be seen, from the 




Fig. ST.— HcMnteiy u Ciqm ot Procldaitls. 



accompanying figure, tliat, if the intestine he pulled out only to 
a limited extent, so as to make a spur, but tlie mesentery at (i 
and b be long, whenever the bowels act the lengthy mesentery 
will easily allow the gut to protrude. The resulting state will 




Fig. 9H.— Procidentfa. 



be that sliown in the next figure, — that is to say, the intestine 
will be procidentcd until tlio mesentery at a ami h has Wcome 



I now perceived what ought to be done in such cases. 
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AtW performiiig the first {Kirt of the operatiou in t)ie usual 
way, — by making an imnsiun two inches (5 centimetres) in 
length, one iiicli (2.54 centimetres) hitemal to the anterior 
superior spine of the ilium, tlie parietal peritoneum being 




Pig. 99.— Hcsenterr Mude Taat 



Stitched to the skin, — I pull out tlie gut by its lower end until 
no more can be made to protrude, and do tlie same to the 
upper end. The mesentery is now quite taut and a large 
bunch of intestine, several inches in length, has been drawn 
through tlie opening, and is allowed to rest upon the abdomen. 




f\g. 100.— Out Pulled Out to Full ExMtit. 

This is represented in the above figures. Then pass sutures 
throiigli ttie mesentery, and several tlirough tlie muscular and 
serous coats of the bowel, so as to prevent it slipping back. 
The mesentery being perfectly taut, no procidentia is now 
possible. 
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In two or tlirce days after this first opemtion the gut is 
opened so as to allow of the exit of wind, and in a week or so 
all the gut outside the belly is removed. First of all, apply a 
clamp about a quarter of an inch from the wound and screw 
it up tightly. The clamp should be provided with spikes, as 




Fig. 101.— Ucrbert Allingham's Colotomy Clamp. 

shown in Fig. 101, and in any case should have a firm and 
good grip. Unless this is seen to, when the intestine is cut off 
the clamp will slip off the stump and serious hemorrhage will 
ensue. My cases testify to the great importance of this pro- 
vision. Then cut off all the portions of gut above the clamp 
(see Fig. 102), allowing the latter to remain firmly fixed for 




Fig. 102.— Remoyal of Out with Above Clamp. 



twenty-four hours, — indeed, as long as any slackening of it 
causes bleeding. When it is taken off, no bleeding will occur. 
The amounts of intestine I removed in mv cases measure from 
four to twelve inches (10 centimetres to 3 decimetres), and 



weigh from three to seven ounces. 
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During the progress of one case I had the opportunity 
— thanks to the kindness of Mr. G. R. Turner, of St. George's 
Hospital — of seeing a i)ost-niortem examination on a suhject on 
whom he had performed inguinal colotomy. The patient had 
heen opemted on soon after the puhlication of ray first paper on 
inguinal colotomy, and had lived for many months. There was 
no procidentia through the inguinal opening, and I was able to 
discover the reason for this. The sigmoid had no mesentery, 
or, at any rate, an extremely short one ; and the intestine was 
found to be resting close upon the iliacus muscle and was not 
movable in the belly. The operation had been a complete suc- 
cess, a perfect spur having been obtained and there being no 
protrusion. Thus, my theory as to the etiology of procidentia 
following upon inguinal colotomy was satisfactorily confirmed. 

I must confess that this supplementary procedure of cutting 
away so large a quantity of the gut has somewhat increased the 
seriousness of the operation. Nevertheless, the exceeding dis- 
comfort occasioned by this possible procidentia necessitates a 
fair grappling with the circumstances. 

The fact remains that if the original operation has suc- 
ceeded, and the patient's life is likely to be prolonged for some 
considerable time, the descent of the intestine from the inguinal 
opening must be prevented. It should be remembered that the 
presence of a slack and lengthy mesentery is the sine qvA non 
of this supplementary procedure. If this long mesentery does 
exist, and no steps be taken to stay this procidentia, patients 
who have been operated on for innocent stricture with ulceration 
of the rectum, probably combined with recto-vaginal or recto- 
vesical fistulas, will be in the following condition : They have 
submitted to a palliative operation which may have been 
entirely successful in its main object, — the relief of obstruction 
of the rectum, — yet the resulting good has been accompanied 
by a resultant evil. Through the new opening in the groin the 
intestine protrudes, and it is a source of constant trouble and 
discomfort. Some patients have told me that, had they been 
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aware of this possible sequela, they would never have consented 
to undergo inguinal colotomy. Their life is simply spoilt, and 
they are practically prevented from going about and mixing 
with the world at large in consequence of the constant pro- 
trusion of the mass. In cases of innocent stricture, where the 
patient is likely to have a considerable lease of life, I would 
strongly recommend the adoption of my supplementary pro- 
cedure of entirely removing all of the intestine that can be 
drawn out of the inguinal oi)ening. 

On the other hand, in bad cases of malignant disease, 
when the patient is greatly exhausted and has probably only a 
few months or, perhaps, weeks to live, I do not deem it wise to 
carry out any further operation. Be content with pulling the 
intestine well through the wound, and so make a good spur. 
If procidentia does ensue it will not be of much moment, for 
the patient will be practically confined to the bed or sofa, and 
cannot lead that more or less active life in which his procidentia 
is so extremely discomforting. 

Still, inasmuch as my clamp does away with any risk of 
hemorrhage, I am not afraid to perform the supplementary 
operation in selected cases of cancer. I have altogetlicr treated 
fifteen cases in this manner, with perfect success as regards any 
after-prolapse, and not one patient has died from it. 

A few points in this operation require special mention : — 

1. Pain is experienced when cutting through the mesen- 
tery, but none whatever wlien cutting through or into the intes- 
tine proper; it is therefore wise to administer other when 
removing the protruding portion of intestine. 

2. The clamp for holding the intestine must be spiked and 
have a firm and certain grip. Unless these requisites are pro- 
vided the clamp will slip and cause severe hemorrhage. More- 
over, the clamp should not be applied too close to the wound, 
but should be placed about a quarter of an inch (6.3 milli- 
metres) distant. It should be kept on till no hemorrhage fol- 
lows on any loosening or unscrewing. In one case I used no 

22 
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clamp, and consequently there was considerable bleeding. In 
another case the clamp was not spiked, and therefore slipped ; 
the hemorrhage was exceedingly sharp, and caused me much 
trouble. In a third instance I removed the clamp a little too 
soon, and was obliged to clip two bleeding vessels. Unless all 
the above particulars with regard to the clamp be conscien- 
tiously attended to, the great probability of severe hemorrhage 
will enormously increase the danger of this supplementary 
operation, and may, therefore, tend to militate against its 
adoption. 

Important Points in the Operation of Inguinal C!olotomy. 

1 now discuss some important details with regard to the 
operation of inguinal colotomy, which I observed from my first 
sixty cases. Unfortunately, I have been unable to trace the 
history of my later cases, sixty-five in number; but I remember 
that I had points noted in the first series which were fully borne 
out by the last sixty-five ; for each important point I retain the 
number of cases of the earlier series. 

The Length of the Mesentery. — For purposes of description 
and classification, I divide mesenteries, as before mentioned, 
into long, medium, and short. By long are meant cases in 
which the mesentery connecting the sigmoid with the iliac fossa 
is at least five inches (12.7 centimetres) in length, or even more. 
In such cases there may be some diflftculty in finding the gut 
from the inguinal opening, but 1 myself have never exi)erienced 
any trouble. In twenty of the earlier cases the mesentei7 was 
long. 

By a medium mesentery is meant one the length of which 
is at least two or three inches (5 or 7.6 centimetres), so that it 
is possible to pull the gut well out of the wound and to make 
a good spur. There were twenty-nine of this class of mesentery. 

By short are designated cases in which there is practically 
no mesentery at all, and it is, therefore, difficult to fix the gut 
to the skin. Of even more importance is the circumstance that 
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there is no possibility whatever of passing a needle behind the 
gut and forming a good spur. Indeed, no spur can be made. 
Thus, the patients are left in a miserable condition, for some of 
the feces pass beyond the opening in tlie inguinal region 
toward the growth. There were eleven instances of a short 
mesentery. 

The Spur. — The question of the spur has already been 




Fig 108.— Fecal Fistula. 

briefly mentioned, but the matter is so exceedingly important 
that I must be allowed to return to it, and to distinguish clearly 
between a fecal fistula and an artificial anus. 

A fecal fistula is an opening into a piece of gut communi- 
cating with the surface of the body, from which feces issue ; but, 




Fig. 101— Artificial Anus. 

at the same time, some of the feces pass beyond the fistula into 
the distal portion of the gut. 

An artificial anus is an opening in which all the feces pass 
through the opening on the surface of the body, and none wliat- 
ever pass into the distal portion of the gut. 

Now, if inguinal colotoray is performed and no definite 
spur is made, feces pass both by the inguinal opening and also 
into the distal portion of the gut. When, however, a spur is 
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made feces pass through the opening in the groin, and none 
can enter into the distal end of the intestine. Thus any fecal 
irritation of the growth is entirely prevented. 

I have tried to put the matter in a clear light, because some 
surgeons deny the necessity of making a definite spur, and 
therefore, in my opinion, their operations fail in an exceedingly 
important point. 

It will be observed that in 10 out of my 60 cases no spur 
was formed. In my first 3 cases I had not come to appreciate 
the importance of the spur, and therefore did not attempt to 




Fig. 105.— Procidentia from Upper Opening. 

make one — in fact, I did not use the mesenteric stitch. In 7 
of my cases the mesentery was of the short variety and no spur 
was procurable. In these instances the patients' anatomical 
peculiarities were the reason of their suffering discomfort from 
feces occasionally passing per rectum as well as by the inguinal 
opening, and thus causing pain and irritation. 

Prolapse^ or Procidentia^ from the Inguinal Opening, — This 
may occur either from the upper end of the gut (i.e., of the 
part which is continuous with the descending colon) or from the 
lower end (i.e., of the part leading to and continuous with the 
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rectum). Sometimes, indeed, there may be prolapse from both 
ends at the same time. 

I have previously observed that it is of far more importance 
to prevent this condition when patients are likely to have a 
fairly long lease of life, and it is on that account that I devised 
the supplementary operation already described. 

Now we know (and my own cases lend corroboration) that 
prolapse occurs only when there is a long mesentery, which 
enables the gut to intussuscept through the part of the gut 
which has been fixed, — i.e., sewn up to the belly-wall. 




Fig. KHi.— Procidentia from I^ower Opening. 

I arrived at this conclusion from noticing that when there 
was a short mesentery there was no prolapse. 

Again, whenever I had performed the supplementary 
operation, — i.e., whenever I had drawn out and removed the 
slack portion of the gut, — there was once more no prolapse. 

To obviate this prolapsed condition Mr. Cripps has advised 
that the gut should be pulled down until it is taut upon the 
upper end, and that all the slack portion should be returned 
into the belly, and that then the gut should be stitched up to 
the skin-wound. No doubt this is a good method, for there can 
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then be no prolapse from the upper part of the gut. Neverthe- 
less, this plan does not prevent prolapse from the lower part of 
the intestine when the mesentery is long. 

However, the suggestion is of much value, and should 
always be carried out in malignant cases when the supple- 
mentary operation is not advisable. 

Lastly, I have seen prolapse occur from both ends at the 
same time, not only in my own cases, but in those of others. 

Prolapse took place in just 16 out of my 60 cases. 




a 
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Fig. 107.— Procidentia from Rotli Openings. 



In 5 out of the 16 from upper end alone. 
In 6 out of the 16 from lower end alone. 
In 5 out of the 16 from upper and lower ends together. 
Ill all of these cases the mesentery was either long or 
medium in length, though the prolapse did not occur in every 

instance of a medium-sized mescnterv. 

ft 

Further, prolapse did not take place in any case where the 
supplementary operation had been performed, in spite of the 
great length of the mesentery in a large number of these 
instances. 
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Actiaii of the Bowels. — The action of the bowels may take 
place either from the upper or from the lower end of the double- 
barreled opening resulting from my operation. 

The observation of this fact has caused me to alter some 
details of my procedure. My former practice was to pass the 
mesenteric sutures through the skin nearer the lower angle of 
the wound than I do now ; for I thought the purpose of the 
lower opening was to clear out the rectum or allow any retained 
fecal matter or discharge to come up, whereas the upper orifice 
had to be kept patent and large for the new anus. I now pass 
the mesenteric suture through tlie middle of the wound, for in 
seven cases the gut, when fixed up to the surface, was twisted 
so that the bowels acted through the lower opening, the upper 
one being continuous with the rectum. In most of these cases 
the mesentery was long ; in others it was reported to have been 
medium, but it may have been in reality long and have been 
rendered of medium length by the twist. There is much danger 
in this twisting if the gut is divided and the lower end is fixed 
up in the belief that it is the upper end. 

Right Inguinal Colotomt. 

Right inguinal colotomy may be performed in the same 
way and by the same incision as on the left side ; but at times 
it is wiser to make the incision lower down and nearer to 
Poupart's ligament. The cecum, or the lowest part of the 
ascending colon, is the region to be opened. All difficulties 
may be met by the details previously explained. The question 
of a spur can never arise. 

It is in this operation where tlie cecum is very distended 
that Paul's tube is of great value. The peritoneal cavity being 
opened, the cecum is drawn into the wound and incised, a small 
tube being instantly inserted and the cecum tied around it. 
On to the free end of the glass tube a drainage-tube is attached 
which carries the feces into some vessel far away from the 
wound. A few extra stitches are then inserted to fix the cecum 
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to the edge of the wound. In a few days, when the cecum is 
well glued up to the surface, Paul's tube can be removed. 

Operation of Lumbar Colotomy. 

By attention to certain rules lumbar colotomy will not be 
found to be very difficult, but the not uncommon occurrence of 
accidents forces me to think that all surgeons are not sufficiently 
alive to the use of considerable precision in the operation, more 
especially when the bowel is undistended. This indispensable 
element of precision is often lacking in the directions given in 
surgical books on the subject. 

Many surgeons commence the operation under the im- 
pression that it may be impossible to discover the colon, and 
even the best operators have oft:en experienced difficulties or 
failures in finding the gut. Indeed, the small intestine has been 
frequently opened by mistake. Knowing this, and having read 
Mr. C. B. Lockwood's valuable pamphlet on the development 
of the colon and the abnormal positions it may assume, and 
from the experience derived from a case of my own, I resolved 
. to attempt to discover the causes of these failures, and, what is 
more important, the methods by which they might be ob- 
viated. 

In previous pages I have fully described the anatomy 
of the regions encountered in lumbar colotomy, but a little 
repetition may be excused. It will be agreed that, unless the 
operator sees one of the longitudinal bands, which are invariably 
and only found in the large intestine, the intestine should not 
be opened from the loin. We are aware that these bands are 
situated, one on the anterior surface, anotlier along the inner 
part, and the third at the posterior aspect of the gut. It is this 
posterior band that is usually looked for, and generally sup- 
posed to be seen, when the bowel is sought for in lumbar 
colotomy. Some authorities hold that these bands can be 
readily detected without opening the peritoneum, but this is 
only rarely the case. I have observed, from an examination 
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and dissection of over a hundred ascending and descending 
colons, that the bands are always more easily and distinctly seen 
when they are covered by the peritoneum, which makes them 
hard, prominent, and shiny ; wliereas, when the peritoneum is 
stripped off them, these characteristics are lost. However, in 
eight out of the hundred cases examined, one or two of these 
bands could be seen, but not very distinctly, on the posterior 
part of the intestine, although they were uncovered by perito- 
neum. When the peritoneum only covers about one-half or 
two-thirds of the circumference of the gut, it is generally 
reflexed off the gut at the posterior margins of the longitudinal 
bands on to the walls of the belly. Thus the bands are not 
visible unless the peritoneum is stripped off; if an attempt be 
made to expose them, the peritoneum, owing to its being so 
firmly adherent to the band, is frequently torn and the abdom- 
inal cavity opened without the operator being aware of it. 

There are various ways in which lumbar colotomy has 
been performed; the differences are in the direction of the 
lumbar incision and in the way of fixing up the gut when it 
has been found. 

Several years ago a careful investigation of more than fifty 
dissections led my father to the conclusion that the best incision 
from which the colon could be found was one with its centre 
quite half an inch (1.27 centimetres) posterior and midway 
between the anterior superior and posterior superior spines of 
the ilium, and midway between the last rib and the crest of the 
ilium. 

1. Callisen has used a vertical incision. This is made over 
the point discovered by my father, and takes a vertical direction. 
The disadvantages are tlie limited length of the incision that is 
possible and the difficulty of workhig down upon the gut. 

2. The transverse incision of Amussat. 

3. The oblique incision of Bryant. 

These last two incisions are the best, for, if room is wanted 
in difficult cases, they can be enlarged. 
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When the gut lias been found by any one of these incis- 
ions, it can be fixed in its place by various modes. 

When the gut is distended and has to be opened at once, 
some surgeons pass sutures through it in the following manner : 
A suture is passed first through one lip of the wound, then 
across and through the distended bowel, and finally tlirough the 
opposite lip of the wound. Another suture is then introduced 
about an inch from the first one, and is treated in a simihir 
manner. Next, the gut is opened, and the loop of the sutures 
is pulled out and divided. The four sutures thus formed are 
tied up, thereby securing the gut to the skin-edges. A few 
additional stitches may be put in if they are required. 

Wlien lumbar colotomy is to be performed the patient is 
turned on his side, with a firm pillow under the loin nearest the 
table. What I usually find to make a hard and firm pillow is 
a large sheet rolled up and tied together with bandages. The 
instruments employed are a knife, scissors, clips, retractors, and 
needles. The loin is cleaned ; an incision is then made half an 
inch (1.27 centimetres) behind the point discovered by my 
father. Whether it be transverse or oblique, the incision should 
be two inches (5 centimetres) in length, — ^not more, for this 
limitation obliges the operator to cut down exactly to the position 
in which the colon generally lies ; whereas, if the incision is 
five or six inches (12,7 or 15.2 centimetres) long, there is a risk 
of missing the gut. Its centre should be over the chosen sjiot, 
midway between the last rib and the crest of the ilium. Di- 
vision being made of the skin and the cellular tissue, — the latter 
of which is sometimes very abundant, — the muscles are exposed 
and may be rapidly divided until the fascia lumborum is 
reached. This is opened and the quadratus lumborum is 
exposed at its anterior edge; in some cases the quadratus may 
require division. The edges of the wound are then retracted 
and the fat which lies around tlie kidnev and behind the fascia 
lumborum is torn through with dissecting-forceps. After this, 
the gut, if it is distended and has no mesentery, will bulge into 
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tlie wound. In straightforward casOvS, the fact that it is the 
colon will be shown by its being uncovered by peritoneum ; for 
if the peritoneum is opened, peritoneum will be seen surround- 
ing the gut, together witli the longitudinal bands. Tliere will 
then be no uncertainty as to its being the colon. It is tlien 
brought to the surface and very carefully stitched with inter- 
rupted sutures all around to the skin-wound. These sutures 
should pierce only the muscular coat, and should not in any 
way perforate the gut. 

If the case is not very urgent, the gut can be fixed in this 
manner and left unopened for a day or more till it is all glued 
up with lymph. It can then be opened. 

I am sure, from the anatomical researches previously nar- 
rated, that the cases are rare in which there is this absolute 
certainty of the actual presence of tlie colon witliout opening 
the peritoneum. I therefore at once proceed to explain what 
should be done if there are any difficulties in finding the 
colon or in making sure that the part exposed is that piece of 
intestine. 

The difficulties of the operation commence as soon as the 
transversalis fascia is opened. They arise from various con- 
ditions which are caused by the position of the intestine in 
relation to its peritoneal covering and length of mesentery. I 
will describe these conditions and explain the operative treat- 
ment necessary under each head. 

I. What is supposed to be the general position (as shown 
in Fig. 108) is where the peritoneum covers only onc-lialf or 
two-thirds of the circumference of the gut, leaving tlie posterior 
part uncovered, with the intestine bound down to the loin. 
According to Mr. Treves, tliis was the position in 74 out of 100 
cases on the right side and 64 out of 100 on tlie left side. 

My own observations, in which I was assisted by Dr. 
Penrose and the late Mr. Stewart Pollock, at St. George's 
Hospital, showed 11 out of 60 cases on the rigid side and 10 
out of 60 on the left side; thus, by taking the percentage, 18^ 
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out of 100 cases on the right side and 16J out of 100 on the 
le/t side. 

From this it would appear that this so-called general 
position is less common than is popularly supposed. 

When the intestine is in tliis state, aiid if a longitudinal 
band be seen, which must be uncovered by the peritoneum, 
tlierc should be Httle or no difficulty in the opemtion. Wlien, 
however, no bands can be seen, owing to the i>eritoneuin cover- 
ing tliem, the best distinction between large and small intestines 
is wanting. Tlierefore, knowing that the small intesthie is fi'e- 
quentiy exjiosed by opening the peritoneum unwittingly, I 
refuse to run the risk of opening the small intestine under the 
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false impression that the peritoneum has never been opened at 
all and tliat 1 am dealing with the large intestine. Hence, in 
this condition, if after exposing a piece of intestine I fail to see 
a longitudinal band, I intentinndUy make a small incision into 
the parietiil peritoneum, and convince myself, by searching for 
and finding a band, that I am actually engaged on the large 
intesthie. Tlic posterior part of tlic intestine is then drawn to 
the surface of tlie wound (the gut being pulled out as iar as 
possible) and carefully stitched witli interrupted sutures all 
round to the edge of the skin, the mucous lining not being 
perforated. 

The intestine may be left unopened for some hours or, if 



COLOTOMY. 349 

necessary, be opened at once, provided that it is carefully attached 
at every point to the surrounding edges of the skin-wound. 

II. In Condition 2, as represented in Fig. 109, the colon 
is entirely surrounded by firmly-adherent peritoneum, and has 
a comparatively short mesentery ; so that it is absolutely impos- 
sible to reach it or to see the longitudinal bands without first 
opening the peritoneal cavity. 

In this condition the ascending and descending colons 
have a mesentery of varying length. 

According to Mr. Treves, it was in 26 out of 100 cases on 
the right side and in 36 out of 1 00 on the left side. 

My own observations show 49 out of 60 cases on the right 
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Fig. 109.— Position of Peritoneum in Condition 2. 

side and 50 out of 60 on the left side ; the percentage, there- 
fore, being 81S out of 100 cases on the right side and 83J out 
of 100 on the left side. 

In cases falling under this second head the operator 
should at first seek for the gut about the subperitoneal tissue, 
under the assumption tliat it is in its supposedly normal po- 
sition ; but should this search fail, all the loose pieces of fat 
must be sponged out of the wound. The peritoneum at the 
anterior angle of the wound should be deliberately opened (and 
the edges clipped) just sufficiently to admit the index finger. 
Pass this finger toward the vertebras and then sweep it over 
the front of the kidney and the quadratus lumborum. The 
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gut, although it is in the position shown in the figure (109), 
can be easily felt and hooked up, and the longitudinal hands be 
seen. Next open the pciitoueum to the extent of the wound 
and inti'ocliice a sponge, with stiiiig attached, to keep the intes- 
tine out of Uie way wliile the edges of tiie cut peritoneum are 
drawn up and sutured to the skin in the manner adopted in 
inguinal colotomy. This entirely shuts off the cut abdominal 
muscles from the peritoneal cavity. Sometimes this stitching is 
not easy to do, either because of tlie dc^rtli of the wound or 
from the firm adherence of the iicritoneum to the abdominal 
wall. The rest of the operation is completed as in Condition 1. 
If the mesentery be long enough, a stitch may be passed 




FJi;, 110.— PoBltiun ul Parltonouui to Condition ■. 



througli it, fixing it to the surface of the wound ; thus a good 
spur may be obtained. 

III. In Condition 3, as shown in Fig. 110, the state of 
things in Condition 2 is much intensified and the mesentery 
is very long; thus the intestine, although it may rest in the 
loin, can so niter its position in the belly that, when the oiwr- 
ation is done on either side, it may lie on the side of ttie belly 
opposite to that in wliich the incision is made. This is the 
condition in which it has been said and supposed to be im[K>s- 
sible to find the colon from the lumbar region. 

If, after proceeding in the manner described under Con- 
ditions 1 and 2, you have failed to find the colon, enlarge tlte 
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external wound forward and backward sufficient to admit the 
hand. Then open the peritoneum to a corresponding extent, 
and, having well cleansed the hand, introduce it into the abdo- 
men. If it is the left colon that is to be operated on, first pass 
the hand upward toward the spleen and feel for the splenic 
flexure. Hereupon draw the hand down the intestine until the 
piece opposite the wound is found and brought to the surface. 
Failing to find the intestine at its splenic bend, pass the hand 
toward the rectum or across the abdomen (keeping the back of 
it in contact with the posterior aspect of the anterior abdominal 
wall) toward the hepatic flexure, and slip the hand along the 
large intestine and draw a piece to the surface. Of course, take 
care to ascertain that this piece of intestine has the chamcteristic 
longitudinal bands. The presence of the appendices epiploicae 
may also show that the large intestine has been discovered, but 
they may be absent from the particular piece drawn out. By 
the use of this method I have never had any difficulty in finding 
the colon. 

When the large intestine has been found, command it with 
forceps that will not perforate the gut and introduce a sponge 
to keep out the small intestine, which may prolapse while the 
wound is treated as follows : — 

At the anterior and posterior parts (if the incision is six 
inches — 15.2 centimetres — long) two inches (5 centimetres) in 
front and two inches (5 centimetres) behind should be dealt 
with as in an ordinary case of abdominal section, by passhig the 
sutures through the skin and peritoneum, so as to bring the cut 
peritoneal edges into contact. But at the middle two inches (5 
centimetres) of tlie wound, where the intestine is to be brought 
up to the surface, the peritoneum should be sutured to the skin 
as described under Condition 2, and the operation be completed 
in the same way. In this third condition a good spur can and 
should always be made, and wlien the gut is opened its promi- 
nent edges ought to be cut away in the manner described lor 
inguinal colotomy. 
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I must here mention that most of the details of these sug- 
gestions have been arrived at from operations on the dead body ; 
for it has not yet been my fortune to come across cases in my 
own practice that required such treatment, altljough 1 liave seen 
cases opemted upon in which these methods would have been 
extremely advantageous. 

When I first advocated the foregoing lines of treatment I 
expressed my surprise that in spite of the frequency of the o|)era^ 
tion of lumbar colotomy these details appeared to be so little 
known or, at any rate, practiced; though I was inclined to 
believe that they must have occurred to, or been used by, some 
surgeons. Thus I was encouraged to break the silence on the 
way of finding or treating the large intestine from the loin. I 
am still confident that whenever I perform the lumbar operation 
I shall never have any fear of failing to find the colon. 

There are other difl[iculties which may be encountered in 
the operation, but they are of trifling importance when com- 
pared witli tliose that arise from the movements and relations 
of the intestine to its coverings. 

An empty bowel is, of course, extremely difficult to find if 
tlie peritoneum is not opened, but it is easily discovered by the 
method I have explained. Unless that mode of dealing with 
the gut is utilized, great trouble and unnecessary disturbance of 
the cellular tissue may result. 

Perhaps, after the tissue has been pulled about and 
bruised, the surgeon who is afraid to open the peritoneum may 
do so by accident and thus find the gut. By my plan he will 
certainly find it. Unless the |>eritoneum is opened, either 
knowingly or unintentionally, the operation might have to be 
abandoned. 

A very fat loin may be a source of trouble, and those 
surgeons who still wish to avoid opening the peritoneum when 
it ought to be opened may find it expedient to enlarge tlie in- 
cision considembly. This necessity of enlarging the external 
wound will be spared those who follow my plan, for as soon as 
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the peritoneum is opened the gut is easily found and can be 
treated in the way thought best. 

In these cases, not only the subcutaneous, but the sub- 
peritoneal, tissue may be greatly increased in amount ; thus, if 
the peritoneum be not opened there may have to be a difficult, 
tedious, prolonged, and unnecessary search in this tissue for the 
posterior part of tlie gut, provided, that is to say, that the gut 
is in its place and uncovered by peritoneum. 

We have already discussed the question of the mesocolon 
and abnormalities of the colon. It is possible that, in rare 
instances, the colon might be congenitally absent from the side 
operated upon ; then, if the peritoneum has been opened and a 
good search been made with the hand in the belly, and it is 
found impossible to drag down any other part of the colon and 
fix it to the loin, you should close the lumbar wound and 
perform a colotomy on the other side of the body. 

Prolapse is a very important matter. A small prolapse of 
the mucous membrane alone is of but trivial consequence, but 
what I refer to is a procidentia of the gut through tlie loin- 
opening. I have frequently seen this condition. It may take 
place not only from the upper, but also from the lower, portion 
of the gut, and even from both portions togetlier. The up- 
holders of the lumbar as against the inguinal opemtion assert 
tliat this procidentia rarely occurs; but 1 have seen several 
cases of it (Figs. Ill and 112 are instances), and it is quite as 
common as after inguinal colotomy. Its occurrence, therefore, 
is as much a drawback to the lumbar mode as it was to the 
inguinal method, till a supplementary operation was devised. 

The Spur. — Another disadvantage of hunbar colotomy is 
the absence of a spur, for, as a rule, it is difficult to pull the 
gut sufficiently well out of the wound to make a good spur, 
and, further, unless the mesentery is of a medium length or long, 
it is not easy to make use of tlie mesenteric stitch. Moreover, 
some surgeons do not sufficiently appreciate the importance of 
the mesenteric stitch, and do not trouble to make one, even 
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when tliey can. As already pointed out, unless a spur is 
made, a fecal fistula is formed instead of an artificial anus. 
Consequently, in place of all the feces passing by tlie loin, a 
certain amount passes beyond the opening to the rectum and 
distresses the |»atient greatly. The imtient will possibly blame 
the surgeon lor this result, for he may have been assured 
that, after the operation, no more motion would pass by the 
rectum. He will be miserably disappointed, then, if a motion 
should pass beyond the lumbar opening, and, by irritating the 
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growth, cause pain and bleeding and, perhaps, even a continu- 
ance of tlic troublesome diarrhea. If the operation has been 
done to relieve the above distresses, rather than any obstrnction, 
such after-results from the ncf^dert to make a spur will, I hold, 
render it a complete failure, and the patient may not unreason- 
ably hold tlie sumo opinion. 

The anatomical arrangement of the colon, as compared 
with that of the sigmoid flexure, and the manner in which the 
operation is usually performed, make it certain that the passage 
of feres below the opeiiinfj; is a far more frequent cause of dis- 
tress after lumbar than it is aft«r inguinal colotomy. 
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The foregoing are more or less remote discomforts. We 
now turn to certain discomforts, or even calamities, that may 
occur within a short time of the operation. 

Cellulitis is not at all an uncommon consequence of lumbar 
colotomy, and is naturally most frequent wlien the gnt has to 
be opened at once. There are several obvious reasons for this : 
first of all, the depth of the tissue and the looseness of tlie 
structures which have to bo divided; secondly, from its fixed 
nature, and from the depth of the wound, it is often impossible 
to fix the parietal peritoneum to the skin, and tlius shut off the 
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various planes of cellular tissue, as can be done in the inguinal 
operation. Consequently, as soon as feces pass these planes, 
they become inflamed and suppuration sets hi, frequently extend- 
ing backward to the spine, and even at times burrowing amongst 
the abdominal muscles in front. 

I have seen a patient recover from the immediate effects of 
the operation, but die in a week or two solely from this exten- 
sive, sloughing cellulitis. There is less chance of this hapiien- 
ing if the gut is not pricked or opened for, say, twelve hours or 
two or three days, for by that time the cellular planes are glued 
off by lymph, and such a calamity is then of mre occurrence. 



356 DISEASES OF THE RECTUM AND ANUS. 

Peritonitis is another after-result. As far as I am aware, 
this never takes place unless the peritoneum has been opened 
and feces have been allowed to run into it. It is most usual 
when the surgeon has unwittingly opened the peritoneum, 
stitching the gut to the skin in a rather careless manner, and 
then opening it, some of the feces thus escaping into the 
abdominal cavity. 

If the peritoneum is intentionally opened, the operator can 
take great care to close off the peritoneum when the gut comes 
through it, and, further, can be especially attentive in sewing 
the gut thoroughly all round to the edges of the skin-wound, 
so as to leave no space through which feces can find their way 
into the belly. If this is done in the manner already described, 
there is very little risk of peritonitis, even if the gut has to be 
opened at once. 

Exhaustion, erysipelas, eczema, and so forth, may super- 
vene on colotomy, as they may do on any other ojieration. 

Right Lumbar Colotomy. 

In the performance of right lumbar colotomy exactly the 
same details must be pursued as in the left side. Precisely the 
same difficulties may be encountered and the same after-results 
may happen. A repetition of them is, therefore, unnecessary. 

We may remark that on the right side there is usually a 
fair-sized mesentery to the colon ; so that it is even more neces- 
sary to be careful in operating and to guard against any aft;er- 
prolapse. It is not so imperative to make a good spur, for there 
is a considerable distance between the opening and the rectum. 
Moreover, the growths or pressure u])on the colon, whether 
transverse or left lumbar, are not in the same ulcerated, painful 
condition as they are in cases of rectal cancer. As a rule, they 
are of a hard, slightly ulcerated, and very contracting variety, 
wliich leads rather to obstruction than to pain, bleeding, 
discharge, and so forth. 
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Transverse Colotomy. 

I have previously discussed tlie anatomy of the parts 
involved in this method of colotomy. It is not frequently per- 
formed, and I have met with only few cases of it, — three in my 
own practice, one in Mr. W. H. Bennett's, and a fifth under 
the care of Mr. G. R. Turner, both of St. George's Hospital. 

The operation is done in the following manner : An incision 
is made through the skin and the left rectus abdominis is ex- 
j)Osed. Then separate its fibres with the fingers and incise the 
posterior part of its sheath formed by the divided tendon of the 
internal oblique muscle. That being done, the subserous areolar 
tissue is exposed and the peritoneum picked up and divided. 
The parietal peritoneum is then stitched to the skin all round 
the wound, as in inguinal colotomy, and for the same reasons. 
In some cases the great omentum presents. This must be 
pushed upward toward the stomach, and the large intestine is 
then found and recognized by its longitudinal bands. The in- 
testine is next pulled forward and fixed well outside the abdo- 
men ; if a spur is required, the mesenteric stitch is used as in 
inguinal colotomy. The gut is then secured to the skin in 
several places by passing sutures through the peritoneal and 
muscular coats ; great care must be taken that the gut is not 
perforated anywhere, for, if it is, gas or feces might escape at the 
prick-holes and peritonitis result. 

In my first case I used as an exploratory incision, in the 
first instance, the incision which is always made above the 
umbilicus. It was, therefore, made large enough for the intro- 
duction of the hand into the abdomen, so as to discover where 
the obstruction was. When this has been ascertained, and a 
transverse colotomy has been decided upon, the wound must be 
closed with the exception of the upper two inches (5 centimetres), 
the lower part being brouglit together as in an ordinary abdom- 
inal section. The upper two inches (5 centimetres) are treated 
as in inguinal colotomy, the parietal peritoneum being stitched 
to the skin, and through these upper two inches (5 centimetres) 
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the transverse colon is brought and fixed into that space. 
Unless the case is a very urgent one it is wiser not to open the 
gut until about two days after it has been fixed up, for by that 
time all communication of the wound with the peritoneal cavity 
is completely glued off" by lymph. The gut is opened by 
scissors in a vertical direction. Some days or a week later, if 
the proceeding is deemed necessary, any excessive portions of 
the walls of the a^iit mav be removed on a level with the skin. 

I have not yet become acquainted with any diflficulties in the 
operation. I imagine tliat there might be some little trouble in 
finding the colon, though I cannot understand how that could 
very well be. 

In tliis operation, as was said with regard to the right 
lumbar and the right inguinal modes, there is not much neces- 
sity to make a very perfect spur, except in cases in which the 
large intestine communicates with some viscus, such as the 
bladder. Then, indeed, a spur is most necessary to prevent any 
feces passing beyond the transverse colotomy-ojiening into the 
lower part of the gut, and thus through the fistula, — say, into 
the bladder. Were this to happen, the purpose of the operation 
would be entirely defeated. 

Prolapse might happen, but I have not yet seen it, and it 
would scarcely be so likely to occur as in other places, for tlie 
transverse colon is, in a way, fixed at its hepatic and splenic 
flexures, and would thus tend greatly to prevent any prolapse 
of tlie gut through the transverse opening. 
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ARTIFICIAL ANUS AND FECAL FISTULA. 

We differentiate between these two conditions because 
the former is made intentionally and for the relief of some 
pathological condition of the bowel wherein it is not desirable 
to have the feces discharged through the rectum. The latter 
is usually the result of obstruction, a fecal abscess, strangu- 
lated hernia, a penetrating wound, or sometimes a surgeon's 
failure to make a satisfactory spur in colotomy. In a fecal 
fistula the feces are discharged both through the rectum and 
the fistulous opening. In a large percentage of the cases where 
an artificial anus has been made it is expected to be perma- 
nent. On the other hand, a fecal fistula produces great annoy- 
ance from the almost constant discharge through the opening; 
hence, it is desirable to close it. To do this it often taxes all 
the skill of the operator. 

Treatment. — When the gut simply adheres to the abdomi- 
nal wall and communicates with the external part through a 
small opening, the tract can frequently be made to heal by care- 
ful dieting, thorough cleanliness, and the aid of stimulating ap- 
plications, such as the nitrate of silver, etc., to the edges of the 
wound, or by the actual cautery. When these fail the edges 
of the opening should be ])ared and adjusted nicely with a suf- 
ficient number of catgut or silk sutures. We have used suc- 
cessfully this latter procedure in two cases. To close an 
artificial anus or a fecal fistula, where the serous surfaces of a 
loop of the intestine have grown together forming a spur, is 
much more difficult than to close a simple fecal fistula, for the 
reason that we have two openings into the bowel, one leading 
into the upper and the other into the lower portion, separated 
by a bridge or a pouched portion of the gut covered by mu- 
cous membrane ; this bridge must be destroyed before the con- 
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tinuity of the upper and the lower portions of the intestine can 
be established. Many operations and instruments have been 
devised for this purpose, but none as yet have proved entirely 
satisfactory. Perhaps Dupuytren has thrown more light upon 
the treatment of these conditions than any other one man ; he 
was the inventor of tlie enterotome which bears his name. 
To destroy the spur take a Dupuytren or Gross enterotome 
or a pair of strong clamp-forceps the blades of which have 
serrated edges with a firm catch in the handle, similar to those 
used for grasping large pedicles, and insert the blades of the 
instrument into the two openings and press them inward until 
the major portion of the spur is between them. Then close 
them cautiously, to avoid including a coil of the small intestine, 
and fasten the handles tightly together. The instrument is left 
in situ until it comes off of its own accord, thus destroying the 
spur, which allows the passing of the feces from the upper to 
the lower portion of the gut. When this has been successfully 
accomplished, the skin and edges of the opening should be 
freshened and brought into close apposition by catgut or silk 
sutures. It is well, also, to put in two deep silk-worm-gut 
sutures some distance from the edge of the wound, which act 
as a splint in case of vomiting. Some prefer to destroy the 
spur by the ligature, which is passed through it as deeply as it 
can be with safety. Tliat part external to it is then ligated and 
the ligature allowed to cut its way out. We would suggest to 
those who use the ligature that an elastic one be selected simi- 
lar to those described for the cure of fistula by the ligature 
method. They consist of a solid piece of India rubber, about 
the sixteenth of an inch (1.7 millimetres) in diameter, which is 
adjusted tiglitly and secured by means of a bullet's pressing the 
two ends toi^ethcr. 

When less radical means fail, such as those just described, 
we arc justified in dissecting tlie bowel loose from the abdom- 
inal wall. Then that ])ortion of the bowel including the spur 
is excised and the two ends of the bowel united by a lateral or 
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an eiid-to-eiid anastomosis. This can be accomplished witli 
little danger as compared with former times, since we have the 
Abbe catgut rings, the sectional ones of Browkaw, the vegetable 
or decalcified-bone plates of Senn, or the Murphy button, all 
of which have proved great boons to intestinal surgery by less- 
ening the mortality of these operations. The abdominal wound 
can then be closed in a way best suited to the judgment of the 
operator. 



CHAPTER XXIX. 

WOUNDS AND INJURIES. 

The rectal surgeon is not infrequently called upon to 
remove from the bowel foreign bodies which have been swal- 
lowed, accidentally forced into the rectum, or placed there by 
the patient for some purpose. Numerous cases of the latter kind 
have been reported among insane people. Again, criminals 
liave used the rectum to conceal money or tools \vith which to 
make their escape. Other cases have been reported where false 
teeth and articles of dress have been swallowed and lodged in 
the rectum. One gentleman used this portion of his anatomy 
for the purpose of concealing a large number of diamonds to 
escape paying the usual duties. M. Marchetti reports an in- 
teresting case where some students, while on a lark, introduced 
into the rectum of a prostitute all save the small extremity of a 
pig's tail from which they cut enough of the bristles to make it 
as rough as possible. Various attempts were made to remove 
it, but all failed, owing to the bristles catching in the mucous 
membrane. Finally he slipped a cannula around it, which pro- 
tected the bowel while it was being removed. Many very 
interesting cases of the introduction of bottles, knives, sticks, 
potatoes, turnips, etc., have been reported, but we shall not have 
time to review them at length. We wish at this time, however, 
to record a case that occurred in the practice of a former pupil 
of the author's, wherein a man lost his life as the result of a 
large stick having been accidentally forced into the bowel for 
several inches : — 

Case XXXIII. — Stick in the Rectum ; Death from Peritonitis. 

A few months since one of my former pupils, Dr. Hawthorne, pre- 
sented me with a stick which he had removed from the rectum of a 
gentleman who died, several hours after the operation, from peritonitis, 
lie gave me the following history of the case : He had been called 
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hurriedly, on the aftemooii or September 1 , 


^^pk 


■ 


1893, to seo Mr. B., of Kansas, aged about 


^^v m 




6d years. On arriving at tbe lioiise he 


JRJV 1 


1 


found the old gentleman sufieviiig (;xcriici- 


W^mv A 


^ 


ating i»aiii caused by a large atick which 


l^nml 




was projecting from his aiiuB. Ue told the 




doctor that for a number of years he had 


JmSwaiV^ \ 




been suffering from a very aunoying itching 


imf^lB in 




about the anus, which was made more in- 


m^syfeWB/ tm 




tense every time the bowels moved, and, to 


JhSjcB'/ \ 1 




get temporary i-elief, be liad been in the 


HH^Rj Ir 




habit of tailing a eliip or stick and scratch- 


HmIRIiI m 




ing himself. On this particular occasion 


wStkI^ jl 




he hail selected a very knotty one about an 


Bb I|^i^ ?i 




inch (2,54 centimetres) in diameter and abmit 


^r ^REr^C^ 




ten inches (2.5 decimetres) in teniith (see 


SS^^v 




Fig. 113), which had a hook about two 


mrlTw 




inches from the end. With it he was enjoy- 


rvf 




ing tlie luxuries of a good scratch when liis 




feet slipped from under him and the Btick 


miu w 




came in contact witti the ground and was 


mBS iv 




forced into the rectum for about two inches 


amf \{ 




(5 centimetres) ; an attempt was made to 


K' c^ 




withdraw it, but he was unable to do so, for 


jL^S^ 




tbe hook had canght in a fold of the mucous 




membrane. lie endeavored to release it by 


■nVKlftC^ 




pHsliing it fartlier tip the bowel and then 


Hg. ,11 ^^ 




withdrawing it, hut it becime fastened 


C^%'1 




again; he made several futile attempts, get- 


«a!^T 




ting the stick higher up the bowel each time. 


^BleU 




Finally he gave up in despair and called his 


Hl^I 




wife and son, who carried him to the house 


^F^r 




and placed him in bed ; his son then tried to 


Bfeakx 




remove it by force, causing mach pain and 


mSCfJ^ 




bleeding. Finally he became frightened and 


yKjjll CJ 




Dr. Hawthorne was cidled in. On making 


j[J|i Jy'iT 




an examination he found tliat the hooked 


(^^(Kwi 




portion of the stick bad caught in tlic pos- A 


p^^y^oj 




terior wall of the rectum about six inches M 


K/^^^V 




(15 centimetres) above the aims. It was ^ 


W^ wg & 




pushed upward until tije point of the liook 

was released; the sharp point was covered If; 


n3,-Htlnli RomOTed rrom 


1 
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by the finger and the stick withdrawn without further difficulty. 
This, of course, was done under an anesthetic, for it was necessarj' 
to force the hand partly into the rectum. There was considerable 
bleeding, and a rent was found through the peritoneum about three 
inches (7.5 centimetres) in length. A consultation was advised and 
Dr. E. W. Baird, of Tescot, Kansas, was called. It was thought best to 
keep the rectum clean V)y antiseptic irrigations and the bowel quiet by the 
use of large doses of morphine and give nature a chance to heal up the 
rent. The patient continued to grow worse. The temperature was high, 
the pulse very fast and thread-like, the pains increased in severity, and 
the abdomen rapidly distended with gas until it was almost as tense as a 
drum-head. He became unconscious, and thirty -six hours from the time 
the stick was forced into the rectum the patient died from peritonitis. 
This case is anotlier example where a life was sacrificed by the laity in 
trying to avoid paying a surgeon's fee, for there is not a question that 
if they had called Dr. Hawthorne when the accident first occurred he 
would have removed the stick without doing any harm to the bowel. 

Symptoms. — The symptoms of foreign bodies in the rectum 
are usually urgent if tlie body is large enough to cause obstruc- 
tion, and if the edges are sharp and lacerate the bowel there 
will be more or less pain, hemorrhage, and the usual symptoms 
of obstruction. Many times abscess and fistula result from the 
irritation set up by a pin or fish-bone that has been swallowed 
long ago. 

Treatment, — All foreign bodies should be removed at once 
and with great care. Not infrequently an accumulation of 
fecal matter may form a hard lump and act as a foreign body. 
This, however, will be considered under the subject of " Im- 
pacted Feces." 

Injuries. 

The rectum is rarely the seat of accidental injury. It has 
been only a short time, however, since we were called to see a 
severe laceration of the rectum and anus of a boy, 12 years old, 
who had fiillen out of a tree, striking on a picket-fence. Sur- 
gical operations about the lower portion of the bowel for hemor- 
rhoids, fissures, and ulceration are of frequent occurrence. 
We have seen several persons who had injured themselves by 
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the careless introduction of the end of a syringe, and we have 
pushed a bougie through the rectal wall by using more force 
than was justifiable in trying to diagnose a stricture high up. 
We can readily perceive how one might rupture the rectum 
during rapid dilatation, as some authors recommend, in cases of 
stricture, especially where the bowel is ulcerated. Gunshot 
wounds are of comparatively rare occurrence. We were called 
to a neighboring city, a little over a year ago, to see a burglar 
who was shot in the anus by a policeman while attempting to 
climb a fence to escape. The ball passed through the rectum 
and came out at the right groin. The wound was waslied daily 
with a bichloride solution and packed with gauze, and the 
patient made a good recovery. The rectum is not infrequently 
injured during childbirth. The symptoms of wounds in this 
locality are similar to those of wounds in other parts of the 
body, except that of hemorrhage, which may remain concealed 
within the bowel. 

Treatment — If the wound be lacerated or incised, bring 
the edges together and suture them, for it is always desirable to 
get prompt union. Cleanliness must be strictly observed. In 
case there is severe arterial hemorrhage a ligature should be 
adjusted around the vessel. If the hemorrhage seem to be 
general, it can be arrested by pressure applied with a sponge 
satumted with hot water or by the application of Monsell's 
powder. When the wound is severe rest in tlie recumbent 
position should be insisted upon, and if tliere be much pain 
one-fourth of a grain of morphine hypodermatically will 
relieve it. 



CHAPTER XXX. 

NEURALGIA OF THE RECTUM. 

Neuralgia of the rectum and coccygodynia are so similar 
in many respects that we will speak of them under the same 
heading. Those who treat many cases of rectal diseases now 
and then have a patient who comes to them suffering from 
severe pain having its seat in the rectum, in the coccyx, or in 
the sacro-coccygeal region. It is paroxysmal and is of a lanci- 
nating or burning character. Examination will reveal the 
absence of any heat, tenderness, or swelling, and in many 
instances no cause whatever can be found that is sufficient to 
account for the suflfering. This condition we have been in the 
habit of designating neuralgia of the rectum. This term is not 
used for the reason that it is particularly expressive of the con- 
dition or the location of the disease, but from the usage of the 
term neuralgia. Similar pains situated in other parts of the 
body are designated fieuralgia of the part involved. Recent 
writers have given this peculiar condition much thought, some 
claiming that it is only an hysterical condition and others that 
it is a result of an injury or the misplacement of some organ. 
It is found more frequently in women than in men, and in those 
of a nervous temperament, and occurs when there is some 
general impairment of health or in those who have been injured 
by a fall or a kick on tlie coccyx. Sometimes there is a congen- 
ital misplacement of the coccyx (see Figs. 114 and 115) to one 
side or the otlicr, and constant sitting on a liard seat will cause 
much pain. We remember two cases of this kind in school- 
girls, besides a number of others. 

In many of the cases simulating neuralgia of the rectum, 

if a thorough examination is made, a fissure or an irritable 

ulcer will be found that is sufficient to account for the pain, for 

we all know that the pain in fissure nearly always radiates 
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toward the coccyx. AVlieii no local canst' tan bi,- fourul wc 
must seek an explanation in some sympathetic or rcHex irritation 




produced by a misplaced or diseased organ. At times the nen- 
ralgia may follow exposure from sitting on cold steps or damp 




Fig. 115.— Dtaerammatlc Drawing showing Devlatlaii ot Ihe roccyi PoBleriOrly, 

grass. Again, irregular habits have been known to get the 
general system into a state conducive to neuralgia. In the 
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majority of cases, however, the pain will be due to some local 
pathological condition in the rectum or is reflected from some 
other organ, just as in hip-joint disease the pain is reflected to 
the knee. The pain is increased by violent exercise, and fre- 
quently becomes worse after sitting in one position for some 
time or on getting up or sitting down suddenly or during 
defecation. 

Diagnosis. 

The diagnosis is made by the peculiar location aiid character 
of the pain and the absence of any visible cause. When it is 
due to a dislocated coccyx there will be much pain when it is 
pressed upon or moved from side to side. Sometimes it becomes 
ankylosed and immovable. 

Treatment. 

In every case search out any local diseased condition that 
might cause the pain, correct the same, and a good result will 
follow. When it is due to fissures or ulcers, thorough divulsion 
or division of the sphincter, followed by a few applications of 
silver nitrate 15 grains to the ounce, will cure them. When the 
neuralgia is due to some enlargement or displacement of the pros- 
tate, uterus, or other organ, they must undergo treatment first, 
else any remedial agents directed for the cure of the paroxysmal 
pains will be of no avail. In some the pain is due to a fractured 
or dislocated coccyx, which must be removed at the earliest time 
possible. We have removed the coccyx a number of times for 
the cure of neuralgia following an injury, and every time the 
patient was cured. 

The number of epileptic seizures frequently diminish after 
the removal of an offending coccyx. We have a case under 
observation who had from three to seven seizures daily before 
operation. For two Weeks afterward he did not have one ; on 
the sixteenth day, however, he became slightly dizzy, but did 
not lose consciousness. It is now two months since the seg- 
ments of the coccyx were removed, and in one instance only has 
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he become unconscious. In this case the coccyx was deviated 
posteriorly (see Fig. 115) to such an extent that it pained liim 
constantly when sitting down or lying in bed. Since its removal 
he rests comfortably in any position. At this time we anticipate, 
a permanent recovery from his epileptic seizures, for it appears 
that we have removed the source of irritation which caused 
them. 

Operation. — The operation is performed by making an in- 
cision over and down to the coccyx ; the j)eriostoum is then 
removed and the bone clipped off with a j)air of ordinary bone- 
nippers and the periosteum replaced. The wound is then 
sutured with catgut and we get union by first intention. Drain- 
age is not necessary unless a hemorrhage is expected. 

Sometimes the Paquelin cautery- point, ])assed a few times 
over the seat of pain, will give immediate relief We have also 
derived much benefit, in case of neuralgia of the rectum, from 
massage over the seat of pain every other day for three weeks, 
and when there is any tendency to constipation we use abdom- 
inal massage and daily injections of warm or cold water, giving 
preference to the latter. Opiates and narcotics in any form 
should be discouraged, for tliose affected in tliis way are nerv- 
ous and very likely to get into the habit of taking drugs when 
they are of no real value. If the sphincter is unusually tight 
we divulse it thoroughly. We have witnessed many remarkable 
cures from this simple procedure, and in closing would suggest 
that it be practiced in any case " where the sphincter has any 
tendency to spasmodic contraction and where no otlier local 
cause can be discovered." It is especially adapted to hysterical 
cases. 

ILLUSTRATIVE CASES. 
Case XXXIV. — Neuralgia of the Rectum. 

In December, 1892,1 was called to see Mrs, B.,age<l 31 3'ears,who, 
judging from external appearances, was in excellent health. On inquiry, 
she informed me that she had been suffering from severe spasmodic pains 
in her back off and on for the past six months. They were often so se- 
vere that she could not sleep at night. When asked to point to where the 
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pain wfts felt she placed Ler finger over the upper portion of the coccyx, 
and said that it sometimes went a little higher. Her bowels were regu- 
lar; she said she had never sutfered from piles nor had any discharge 
from the rectum, and that pain was the only thing that annoj'ed her. 
For this she had been using suppositories composed of morphine and 
beiljulonna, which gave her only temporary relief. She desired to know 
if an operation were indicated. On examination^ the cocc3'x, anus, and 
rectum proved to be perfectly sound and no fissure, ulceration, or in- 
fi:immation of the mucous membrane or adjoining skin could be located, 
although the examination was thorough. A medium-sized rectal bougie 
passed up the bowel for ten inches (2.5 decimetres) failed to cause any 
unusual pain or meet with any obstruction. I must confess that I was at 
a loss to know what caused the pain. After thinking the matter over I 
decided that she must be hysterical and only needed some trivial oper- 
ation to effect a cure. She was advised to have the sphincter muscles 
divulsed. To this she readily consented. On the following morning, 
under chloroform, the muscles were thoroughly divulsed in every direc- 
tion, the rectum was irrigated, and she was placed in bed. On the 
evening of the third day a Seidlitz powder was given and was followed 
by a copious movement, after which the rectum was irrigated again. 
From this time the patient was allowed to walk about the room. She 
did not complain of the pain once after the operation, and when she was 
discharged, after one week^s treatment, she said that she had never felt 
better. I had an opportunity of watching this patient for a year or more 
and know that the pain never recurred. Just why the stretching of the 
sphincters cured this patient I am unable to fully understand ; possibly 
her sutferings might have been imaginary- This, however, I am inclined 
to doubt, for she seemed a sensible woman. Again, there might have 
been some irritation of the terminal nerve-filaments from which the pain 
was reflected to the coccyx and the source of the irritation was destroyed 
by the stretching. 

Case XXXV. — Neuralgia Dub to Sgar-Tissub. 

Mr. J. M., aged 40, complained of very severe, aching pains almost 
constantly in the neighborhood of the coccyx. He had been operated on 
for internal piles one yenr previous and five tumors had been removed 
by the ligature. The pains in the rei^ion of the coccyx commenced six 
months after tlie operation. I made a very thorough examination and 
no local ])atliological condition was found other than a considerable 
amount of cicatricial tissue caused by the operation. Having previously' 
tried divuLsion with success, I determined to try it in this case. Chloro- 
form was promptly administered and the muscles were thoroughly 
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divulsed in every direction. I was not satisfied with this, but took my 
blunt-pointed bistoury and incised the scar-tissue freely until there was 
no contraction. The after-treatment was the same as in the previous 
case except that a full-sized bougie was passed daily to prevent too 
much contraction. This patient made an uninterrupted recovery and is 
perfectly well to-day. I have studied this case very closely and have 
come to the conclusion that the pains were cuused by the nerve-filaments 
being bound down by the 8car4iH8ue^ and that they were relieved either 
by the dilatation or the incisions and the permanent relief that followed 
was due to these operations. And why should not this be ? It is a well- 
known fact that we have similar pains produced in the stump where a 
limb has been amputated and the nerve has been left long and becomes 
engaged in the scar, and we know also that the pain immediately stops 
when the nerve has been liberated. 

Case XXXVI. — Neuralgia Due to a Dislocated Coccyx. 

A lady, aged 30, general health good, came to me suffering from 
neuralgic pains about the rectum. She was very nervous, and said that 
she suffere<i pain when sitting on a hard seat, and, further, that she 
believed her trouble was due to a fall received some months previously. 
Examination revealed a normal rectum, but the coccyx was very promi- 
nent and the lower two segments were dislocated backward and attached 
by a narrow ligament. 

Treatment. — The sphincters were divulsed, the displaced segments 
of bone removed, the wound closed and dressed, and iodoform gauze 
applied and the patient put to bed. In ten days she was well and six 
months later the pains had not returned. 



CHAPTER XXXI. 

SODOMY (PEDERASTY). 

This term is used to express iinnatuml intercourse (abuse) 
in a variety of ways. At one time it is used to designate inter- 
course between a man or a woman and some animal (bestiality) ; 
or, on the other hand, between man and man, man and boy, 
and between man and woman, where the male organ is mtro- 
duced into the rectum for tlie purpose of gratifying sexual 
appetite. When of the latter variety (that is, when the penis 
is introduced i^er rectum) it is called by a different name, — 
" pederasty." 

Pederasty m its strictest sense means intercourse per rectum 
between male and male. It is with some hesitation that we 
have undertaken to discuss this subject, for the reason that 
topics of this kind are revolting to the educated and refined 
mind. There are so many diseases contracted about the rectum 
and anus during such acts or as a direct result of the same, 
however, that we do not feel justified in passing over it without 
at least a shght discussion. We shall confine ourselves to the 
study of pederasty alone, for the reason that the study of tlie 
unnatural rehitions that might exist between man and beast 
would be out of place in a work of this kind. We have not 
seen more than half a dozen pederasts in our own practice, and 
it is with much pleasure that we record the fact that Americans 
resort to this manner of gratifying their passions less frequently 
than any other nationality. One can search the literature for 
reports of such cases in tliis country and he will find but few in 
comparison to tlie large number that have been reported by 
writ(»rs on this subject in other countries. In the United States 
pederasts are found only among sailors, soldiers, miners in the 
far West, and sometimes among farm-liands in the rural districts, 
where there are no prostitutes to satisfy their sexual desires. 
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We do not know of but a single instance where a person has 
been detected in this act by our authorities. 

This vice is so common in some countries — China, Asia, 
France, Germany, and Austria — that the most rigid laws have 
been enacted to suppress it. Yet the French writers tell us that 
in spite of these precautions pederasts are increasing in number 
every year. It is said that they have places of meeting, that 
sometimes large numbers congregate in the same flat or neigh- 
borhood, and that in Paris it is not uncommon for professional 
pederasts (prostitutes) to walk the streets in search of those 
who indulge themselves in this nefarious practice. It is further 
stated that they readily recognize ea(^h other by their actions and 
manner of dress, the passive pederast inclining to femininity. 

To show the large number of pederasts in France and the 
physical signs by which they can be detected we will quote 
from an elaborate paper by Tardieu,* from which the following 
statements are taken : He says that during attempts made by 
the police to suppress pederasty in Paris he had the opportunity 
of examining on one occasion 97 and on anotlier 52 persons 
taken in the act. He also visited at different times 60 others, 
besides examining many dead bodies of persons on whom the 
crime had been practiced. With regard to ages and occupations 
he gives the following table : — 



AOB. 


Number 


12-15 years, 


13 


15-25 years, 


r>5 


25-35 ycHi's, 


2(; 


i^5-45 years. 


28 


45-55 years. 


18 


55-(l5 years. 


5 


65-75 years, 


4 


Not given, 


46 



OC'CITPATION. 



Servants 

Merchants* clerks 

Tailors 

Military men 

Others belonging; to 59 different oc- 
cupations ...... 



Number. 

44 
29 
12 
12 

108 



Casper states that persons may be i)ederasts of long stand- 
ing and show no signs of it ; bnt Tardieu says that out of 205 



* Zienisseirs C'ycloixjilia, vol. xix, p. 63. 
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avowed pederasts he has only found 14 in whom it was impos- 
sible to find an evident trace of their habits. Out of this total 
those whose habits are exclusively passive numbered 99 ; those 
with habits exclusively active, 18; both active and passive, 71 ; 
not given, 17. 

With this immense experience, he gives the following as 
the effects of this peculiar perversion : — 

Physical Signs. — Passive pederasty produces excessive de- 
velopment of the buttocks, an infundibuliform appearance of 
the anus, relaxed sphincter, efFacement of the folds, carunculae 
of the anal orifice, incontinence of feces, ulcerations, fissures, 
and so forth. 

The infundibuliform anus has generally been considered a 
pathognomonic sign. It is, however, not always present, but 
was found in 100 cases out of 170. It may be absent in 
persons with very fat or very thin buttocks. Tardieu believes 
relaxation of the sphincter to be fully as true and characteristic 
a sign. He found it in 110 out of 170 cases. 

The natural folds and puckers are effaced and the anus is 
smooth and polished, — the ixxlex Icevis of the Romans. The 
use of emollients to facilitate approaclies causes relaxation of 
the tissues to such an extent as to produce a sort of prolapse of 
the mucous membrane ; so that in several cases it resembled the 
labia minora of the female. 

In active pederasts the penis was found very small or very 
large. 

The large penis is rare, but in all cases the dimensions of 
the organ are excessive in one sense or the other, — i.e., of the 
organ when not in a state of erection. Its form is very charac- 
teristic. When small and thin it diminishes toward the glans, 
wliich is quite small; so that the penis resembles that of a dog. 
This is the most common shape, and suggests the idea that the 
tendency of some individuals toward this unnatural vice may 
be due to an inca[)acity for ordinary sexual intercourse. 

When the penis is voluminous the whole organ does not 



SODOMY (pederasty). 375 

taper in size. The glans only is elongated, and the penis is 
twisted upon itself so that the meatus is directed ohliquely 
toward the right or the left. This distortion is sometimes very 
marked, and appears more pronounced as the dimensions of the 
organ are more considerable. 

We will now endeavor to show how these miserable people 
descend so low in the social scale as to become habituSs to this 
practice and why, wlien once begun, tliey seldom give it up. To 
do this in the rational way it will be necessary to distinguish 
between active and passive pederasty. 

An active pederast is the one who introduces the male 
organ. A passive pederast is the one who receives the male 
organ. 

In endeavoring to show how these people contract this 
deplorable habit we shall follow the classification given by von 
KmfFt-Ebing,* which appears to us to be the most rational one 
and which is as follows : — 

Active pederasty occurs : — 

1. As a non-jHitJiohglcal phenomenon : — 

(a) As a means of sexual gratification, in cases of great 
sexual desire, with enforced abstinence from sexual intercourse. 

(b) In old debauchees, who have become satiated with 
normal sexual intercourse and more or less impotent, and also 
morally depraved, and who resort to pederasty in order to excite 
their lust with this new stimulus, and aid their virility, that has 
sunk so low psychically and physically. 

(c) Traditionally, among certain barbarous races that are 

devoid of morality. 

2. As a pathological phenomenon : — 

(a) Upon the basis of congenital contrary sexual instinct, 
with repugnance for sexual intercourse with women, or even 
absolute incapability of it. But, as even Casper knew, peder- 
asty under such conditions is very infrequent. The so-called 
uming satisfies himself with a man by means of a passive or 

• Krafift-Ebing (Chaddock), 7th German edition, p. 428. 
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mutual onanism or by means of coitus-like acts (coitus inter 
femora) ; and he resorts to pederasty only very exceptionally, 
as a result of intense sexual desire, or with a low or lowered 
moral sense, out of desire to please another. 

(/>) On the basis of acquired contrary sexual instinct, as a 
result of long years of onanism (masturbation), which finally 
causes impotence for women with continuance of intense sexual 
desire. Also, as a result of severe mental disease (senile 
dementia, brain-softening of the insane, etc.), in which, as 
experience teaches, an inversion of the sexual instinct may take 
place. 

Passive j^^derastj/ occurs : — 

1. As a non-pathological phenomenon : — 

{a) In individuals of the lowest class who, having had the 
misfortune to be seduced in boyhood by debauchees, endured 
pain and disgust for the sake of money and became depraved 
morally, so that, in more mature years, they have fallen so low 
that they take pleasure in being male prostitutes. 

(/>) Under circumstances analogous to the preceding, as a 
remuneration to another for having allowed active pederasty. 

2. As a imthoJogical plienomenon : — 

{a) In individuals affected with contrary sexual instinct, 
with endurance of pain and disgust, as a return to men for the 
bestowal of sexual favors. 

(J)) In urnings who feel toward men like women, out of 
desire and lust. In such female men there is a horror femince 
and absolute incapability for sexual intercourse with women. 
Character and inclinations are feminine. 

This classification is siiid to include all the empirical facts 
that have been gathered by legal medicine and psychiatry. 

Since we now understand how these deplorable people 
become ])ederasts, we will turn our attention to the diseases 
about the rectum and tlie anus that may be contracted as a 
result of tliis practice. They are not a few, for the male prosti- 
tute may contract just the same diseases in this way that the 
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female prostitute does about the vagina. To be brief, we shall 
state that any one of the following pathological conditions may 
be present as a result of intercourse per rectum^ some produced 
as a result of direct contact, others by secondary infection : — 

1. Hard chancre. 7, Condylomata (syphilitic 

2. Soft chancre (phagedenic or or gonorrheal). 

otherwise). 8. Fistula. 

3. Proctitis (simple or gonorrheal). 9. Lacerations and abrasions. 

4. Ulceration. 10. Incontinence. 

5. Fissures. 11. Ecchymoses. 

6. Abscess. 12. Deformity of the anus. 

We shall not attempt to outline the treatment of these 
diseases in this connection, for the reason that the treatment of 
each has been given in detail in the other chapters of this book, 
to which we refer the reader. Before departing from this 
subject we wish to speak of one other habit through which 
diseased conditions about the rectum and anus are sometimes 
produced, — that of rectal onanism (masturbation). 

Rectal Onanism. 

Rectal masturbation is sometimes resorted to bv those who 
are not permitted to have normal intercourse with women for 
various reasons. It is more frequently resorted to, however, by 
old men and younger ones who, from some cause, have lost their 
sexual power and cannot get satisfaction in the natural way. 
That sexual orgasm may be excited in this way there is little 
room to doubt. If such were not tlie case these people would 
not submit more than once to the pain and disgust that at first 
must accompany the act. On the contrary, it is a noted fact 
that, when once this habit is commenced, its victims seldom 
have will-power to quit it. That they must get some pleasure 
out of the intercourse is proved by the actions of those passive 
pederasts who are neither forced nor paid to submit to the 
active party, but, on the other hand, seek those who will gratify 
their desires and, if necessary, recomi^ense them for taking the 
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active part. The instruments used ordinarily in rectal mastur- 
bation are the finger, candles, bottles, walking-sticks, rectal 
bougies, and, in fact, anything that can be introduced into the 
rectum to excite sexual orgasm. 

There are a variety of pathological conditions that may be 
present about the rectum and anus as a result of this practice; 
tlie most common of these, liowever, are injuries done to the 
mucous membrane, weakening of the spliincter muscle, and an 
inflammation of the rectum. In old Itahitms the mucous mem- 
brane, wlien not ulcerated and inflamed, is vei7 much thickened, 
glistens, and looks not unUke parchment. We again refer the 
reader to tlie other chapters for the treatment of the diseases 
arising from tliis practice. 



CHAPTER XXXII. 

RAILROADING AS AN ETIOLOGICAL FACTOR IN 

RECTAL DISEASES. 

We wish now to invite your attention to a very common 
cause of rectal disease. We believe that railroading has never 
before been mentioned in any text-book on diseases of the 
rectum and anus. If we can show (and we believe we can) 
that the occupation of conductors, firemen, brakemen, and 
engineers predisposes them to rectal diseases, then all must 
agree with us that railroading is a cause of such afflictions. In 
the United States there are hundreds of thousands of men who 
earn their living by working on railway-trains. The subject, 
then, should enlist the interest not only of rectal specialists, but 
of all surgeons, and more especially those who are engaged in 
railway-work, for the reason that rectal diseases are so frequently 
found among railway-employes. 

During the last few years it has been our privilege to treat 
some hundreds of railway-emj)loyes for various rectal diseases. 
About three years ago it occurred to us that, perha])8, the 
occupation of these men might have something to do with 
causing the annoying conditions found so frequently about the 
terminal portion of the colon. Since this idea came to us we 
have given the subject much thought and have made extensive 
inquiries, both of employes and of railway-surgeons, to ascertain 
the proportion of said employes who suffer from some form of 
rectal disease, and their opinion as to whether or not their occu- 
pation predisy)osed them to these troubles. Our investigations 
lead us to believe that their occupation unquestionably plays an 
important part as a causative factor in these diseases, and, 
further, that 75 per cent, or even a larger proportion, of all 
railway-employes who have been running on trains for a term 
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of five years or more suffer or have suffered from some disease 
about the rectum and the anus. Dr. W. P. King, the assistant 
chief surgeon of the Missouri Pacific Raihoad Company, and 
liis house-surgeon, Dr. G. F. Hamel, who have looked up the 
statistics, claim tliat my estimate is too small. This statement 
at first may appear startling, yet we feel confident tliat the ex- 
periences of " chief surgeons " will bear us out in this assertion. 
In talking this matter over recently with Dr. W. B. Outten, 
cliiof surgeon of the entire Missouri Pacific Railway System, and 
Dr. N. J. Pettijohn, chief surgeon of tlie Kansas City, Fort 
Scott, Jind Memphis Railway Company, both agreed with us as 
to the frequency of these diseases among railway-men. It is 
not our desire to be understood as stating that we believe 75 
\yeY cent, of all the men who go to tlie railway-surgeon or to the 
hospital to be treated have some rectal trouble tliat requires 
immMiate attention ; but, on the contrary, — for we know that 
very few who enter the railway-hospital do so to be oi)erate(l 
upon for rectal trouble alone, — to receive treatment for some 
disease — ^as typhoid fever, malaria, pneumonia, etc. — or for some 
accident that hapj)ened to them while in the discharge of their 
duties. In fact, not more than 10 "per cent, of said employes 
undergo treatment for these diseases. There are several reasons 
to account for this. In the first place, these diseases are usually 
considered chronic and are sometimes contracted before the 
sufterer entered the railway-service or while employed by some 
other company. If such be the case it bars them from treat- 
ment at the company's expense; for they treat only those 
diseases contmcted by the patient while in the employ of the 
road and of an accidental nature. In the second ])lace, these 
diseases are usually considered of minor importance and are 
rarely inquired after by the surgeon in charge. In the third 
place, many employes believe them incurable; others imagine 
that the treatment required to cure them is extremely painful 
and frequently followed by many complications. Hence, these 
sufferers do not make their afflictions known until after they 



RAILROADING IN RECTAL DISEASES. 381 

have had a profuse hemorrhage, suflfered much acute pain, or 
had an obstruction of the bowel. 

It is with much pleasure, however, that we record the fact 
that, quite recently, two of the hospitals in the West — one in 
this city and one in St. Louis — have engaged a consultant on 
rectal diseases and are now offering relief to a class of sufferers 
who have heretofore been neglected ; and we predict that future 
statistics will show a much larger percentage of rectal trouble 
than those of the past, because of the fact that employes will 
soon find out how easily these diseases can be remedied by 
judicious treatment, and, further, because the rectal surgeon 
will be on the lookout for them. 

We wish to call your attention to the manner in which we 
think railroading brings about such pernicious results. 

In a general way, we think they are the outgrowth of 

1. Irregularities in living. 

2. Erect position assumed by employes. 

3. Irregular, jarring motion of the train. 

Irregularities in Living. 

When we come to study the habits and every-day life of 
the average railway-employe, it is not such a difficult thing to 
understand why he is afflicted in this way. Certainly there is 
no other class of men who are more careless in their habits 
and manner of living than those inuler discussion. This is 
partly their fault and partly tlie fault of their occupation, 
which does not always permit of regular hours for sleeping, 
eating, exercising, and attending to the calls of nature. Con- 
sequently, when nature's laws are violated for any great length 
of time, an unnatural condition of affairs is brought about and 
some disease produced. Believing that many of these ailments 
are due directly or indirectly to the irregularities in sleeping, 
eating, attending to the calls of nature, and to dissipation, one 
or all combined, we will deal with these causes separately and 
in detail. 
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Irregularities in Sleeping, — All who are at all familiar 
with rail road- work know that a train-crew does not always 
have regular hours for sleep. One time the train is seveitil 
hours late ; another time, when their run is completed and the 
men think that they are going to have a few hours' rest, they 
are sent out immediately with some other train, to take the 
place of some conductor, engineer, fireman, or brakeman who 
is ill, or from some other cause. Again, many of these men 
do not have regular day- or night- runs, but one that takes 
from thirty-six to forty-eight hours (Pullman conductors and 
porters). In the meantime they are deprived of sleep. All of 
us know from experience how the loss of sleep breaks one up 
and disturbs the system in geneml. At last, when trainmen 
reach the end of their run and have transacted anv business that 
required their immediate attention, they eat something, and then 
many of them go to bed and sleep from eighteen to twenty-four 
hours or even longer, frequently remaining in a state of stupor 
not unlike that of a person who is under tlie influence of some 
strong narcotic. They do not take time to exercise, to talk to 
their families, or to do anything except to eat and sleep until time 
to go out on their next run. Others go to the opposite extreme. 
They take a short nap and devote the remainder of the time to 
dissipation and "doing the town '' in general. All this is con- 
trary to the laws of nature. It interferes with the circulation, 
keeps the nerves in a high state of tension, and materially 
checks physiological digestion. 

Irregularities in Eating. — Irregularities in eating we be- 
lieve to be one of the most frequent causes of rectal diseases 
among railway-employes. Physiology teaches us that our 
meals, to be properly digested and assimilated, should be served 
at regular hours daily, that we should eat slowly and amid 
pleasant surroundings, and remain quiet and take very moderate 
exercise for an hour or so after each meal. Compare this 
physiological process with the manner in which meals are served 
to and partaken of by conductors, engineers, firemen, and 
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brakemen. The longest stop for meals at railway-stations is 
from fifteen to twenty minutes, part of this time being taken up 
by tlie respective duties of the crew. They run into the dining- 
room or to the lunch-counter and gulp down a quantity of 
food in ten minutes that should require at least half an hour or 
three-quarters, if it were properly eaten ; then off they go at 
the rate of twenty or thirty miles an hour. Now, what is the 
result ? Food which has not been properly masti(!ated or sali- 
vated is forced into a seasick stomachy or one that is being con- 
tinually rocked from side to side by the swaying motion of the 
train. An instifficient amount of gastric juice is secreted to 
grapple with large lumps of improperly-cooked meats, breads, 
vegetables, pastries, etc., under this excitement and constant 
turmoil. As a result, gastric digestion is materially interfered 
with. In time, however, the food, partly digested, is dumped 
into the small intestine, where, for similar reasons, incomplete 
intestinal digestion is the result. Finally it reaches the large 
intestine, where it may remain for a variable length of time, 
depending upon peristalsis and disposition and opportunity to 
empty the bowel. Owing to the rapid manner in which the 
food is taken and launched on its course through the alimentary 
canal, it would be imj)ossible for the glands to secrete a suf- 
ficient amount of the digestive fluids to properly lubricate and 
digest it, even though the other surroundings were good. Con- 
sequently the feces contain much less fluid than they should 
when the lower portion of the colon is reached, and they are 
prone to collect in large quantities w^hich cannot be moved by 
peristaltic action. The mucous membrane soon loses its sensi- 
tiveness, the ghuids refuse to secrete, and obstinate constipation 
of the worst form is the result. 

Irregularities in Attending the Calls of Nature, — It is a 
recognized fact that many railway-men suflbr from obstuiate 
constipation and its many evil consequences as the result of 
the irregular manner in which they respond to nature's demand 
and refuse to expel the excreta. Frequently they defer an action 
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from hour to hour or from one day to another, sometimes 
through gross carelessness on their part, at others to the fact that 
their duties will not permit them to take sufficient time to 
empty the bowel, and tlie act is postponed until a more suitable 
time. 

To enjoy perfect health every one should have at least one 
action daily, and physiology teaches us that the feces collect in 
the lower portion of the sigmoid and the rectum and remain 
there until shortly before stool, when i)eristalsis commences and 
they are moved downward into tlie rectum. Then the desire to 
go to stool is felt. If this warning of nature of the approach of 
the feces is appreciated and the contents of the rectum promptly 
expelled, all is well. On the other hand, when this hint is 
ignored, reverse peristalsis returns the feces upward into the 
sigmoid, where they remain until they are again propelled into 
the rectum, causing the sensation just referred to. Now if 
this, like the previous one, is ignored, the mucous membmne 
soon loses its sensitiveness, the muscular coat its tonicity, and 
large quantities of fecal matter may accumulate in the sigmoid 
and the rectum witliout causing the least desire to go to stool. 
Many persons do not have more than one action a week, and 
not a f(^w oftener than every two weeks. In fact, we have met 
very few, if any, railway-men who did not suflFer to a greater or 
less extent from obstinate constipation. 

Dissipation. — It is a deplorable fact tliat a great many rail- 
way-employes are given to dissipation and drink large quan- 
tities of alcoholic stimulants, which unquestionably predispose 
them to rectal disease on account of the dilated and weakened 
condition of the blood-vessels which follows. 

Taken altogether, the irregularities of living of those who 
follow railroading tend to produce a sluggish condition of the 
circulation, of peristaltic action, and of the secretory glands and 
organs. These conditions result in not only local, but general 
systemic disturbances as well, and are invariably aggravated by 
constipation, which is unquestionably the most frequent of all 
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known causes of rectal diseases. Any one of the following 
diseases of the rectum and the anus may be caused by it. 

The diseases to be named have been previously mentioned 
in the chapter on '" Constipation," but we beg to review them 
again, since tliey bear directly upon the topic now under 
discussion. 

Hypertrophied Spldncter, — When an action has been de- 
ferred for several days the feces accumuhite, the watery portion 
is absorbed ; they become dry, hard, noduhir, and act as an im- 
tant, exciting the sphincter muscle to a state of chronic contrac- 
tion, and it becomes strong and liypertrophied. 

Anal Fissure. — On account of tlie hardened condition of 
the feces they are very difficult to expel, oftentimes making a 
rent in the bowel at the muco-cutaneous junction that hi time 
becomes an irritable fissure. 

Ulceration. — Ulceration of the rectum and the sigmoid is a 
frequent symptom of i)ersistent constipation, because of pressure 
on the nutrient blood-vessels by the fecal mass, causing a necrosis 
of the tissues. 

Hemorrhoids. — Constipation is productive of hemorrhoids 
in several ways : first, because of obstruction to the return-flow 
of venous blood ; secondly, because of venous engorgement of 
the hemorrhoidal veins during the violent and prolonged strain" 
ing every time there is an action ; thirdly, because of the general 
laxity of the tissues in those suffering from constipation. 

Prolapsus. — A prolapsus of the mucous membrane may be 
the result of a fecal mass's pushing it down in front of it when 
an action occurs ; again, it may be the result oi ^ paresis of the 
bowel caused by pressure on the nerves by the mass. 

Proctitis and Periproctitis. — An inflammation of the 
rectum and the surrounding tissues that may or may not termi- 
nate in an abscess and fistula is frequently caused by consti- 
pation, as a result of injury to the very sensitive mucous mem- 
brane by the hardened feces, and, further, from the fact that the 
feces, when long retained, undergo decomposition and expose 
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any unsound portion of the membrane to the many septic organ- 
isms contained therein. 

Neuralgia and Coccygodynia, — The fecal mass within the 
sigmoid sometimes presses upon the neigliboring nerves, causing 
reflex pains to be felt in the region of the sacrum and coccyx. 
Such pains are usually diagnosed as neuralgia of the rectum 
and coccygodynia. 

In addition to causing the diseases just enumerated, con- 
stipation will aggravate any other disease of the rectum or colon 
that might be present. 

Having demonstrated that constipation is very often pro- 
duced by irregularities in living by tliose who follow railroading 
as a livelihood, and, further, that it plays a very imi)ortant part 
in the etiology of rectal diseases, we now invite your attention 
to other causes which are of equal importance from an etiological 
stand-point, and about which nothing has been written. 

Erect Position. 

Trainmen, as a rule, are required to spend the major por- 
tion of their time while on duty in the erect or semi-erect 
position. This, we believe, plays an important part in causing 
rectal diseases. The dilatation of the rectal veins induced by 
gravity, the shaking motion of the train, and the fact that the 
rectal veins have no valves to support the column of blood are 
to be considered. That able teacher and most excellent sur- 
geon. Van Buren, once said, in discussing the etiology of hemor- 
rhoids, that the erect posture assumed by man undoubtedly 
played an important part in causing that disease, and cited the 
fact that quadrupeds never suffer from a similar condition. All 
surgeons must have noticed the frequency of varicose veins of 
the lower extremities in clerks and others whose duties compel 
them to be on their feet. The same can be said of railway- 
employes. We believe we are warranted in going a step fartlier 
in claiming that, for the same reason, we may have a dilatation 
not only of veins of the lower extremities, but of the large 
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veins about the rectum^ that sooner or later end in hemorrhoidal 
disease, ulceration, etc. 

Irregular, Jarring Motion. 

We believe that the irregular, jarring motion of the train 
well deserves a place as an etiological factor in these diseases 
among railway employes. Unquestionably it tends to pro- 
duce a congestion of the rectal veins similar to that seen in the 
lower extremities. In making this assertion we not only have 
the experience of chief surgeons and employes, but our own 
personal experience. We have frequently noticed that, when 
riding on the train for several hours, our feet would become 
swollen while sitting in the ui)right position or semi-prone when 
in a chair-car. If we chanced to take off our shoes at night, 
in the morning we could get them on only with great difficulty. 
Now, it seems to us that, if the position and jarring ^notion 
of the train would produce this congestion of the veins of the 
lower extremities in so short a time, it is easy to understand 
how we might find a permanent congestion of the venous 
pJexiises about the rectum and anus ((^specially since these veins 
have no valves) in those whose duties compel them to spend 
the greatest part of their time on the train. This condition, in 
conjunction with the constipation induced by the irregularities 
of their manner of living, unquestiQiiably predisposes them to 
numerous diseases found in this localitv. For a similar reason 
commercial travelers are frequently afflictcnl with rectal diseases. 
Also employes in factories^ where they are required to be on 
their feet and the floors are in a constant motion as a result of 
ponderous machinery. 

To show the proportion of rectal diseases to all others 
treated by the railway-surgeon, and also the jnoportion of the 
various rectal diseases to each other, we append the following 
tables, which represent no slight amount of labor on our part. 
In this connection we wish to extend our sincere thanks to Dr. 
W. B. Outten, of St. Louis, for kindly placing the statistics at 
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our command and. fnrtlier, for the untiring energy displayed by 
him in going over them with lis. 

Wo also suggest that, if many of the managei-s of public 
JiOBpitah would display a similar amount of system in keeping 
the reeord of cases as has Dr. Ontten and Dr. King, it would 
only be a few years until valuable st;itistics could be collected 
showing the frequency of rectal and other diseas<^-s ; but as they 
are kept at present in many of these institutions the records 
are valueless. 
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diagnosed as " enteritis " and "enteralgia," which properly do 
not belong in a work of this kind, we still have 10,188 cases 
of rectal and anal diseases, and we find that nearly every dis- 
ease found about the rectum and anus is rei)resented. In point 
of frequency coustipation lieads the list ; more than two-thirds 
of the entire number — 7073 — entered the hospital to get relief 
from their constipated condition. Next comes hemorrhoids, with 
2392 cases, comprising almost one-fourth of the entire number. 
Then ulceration, with 295 cases. Next, fistula, with 249; while 
the other diseases occur much less frequently. Here we have 
the usual order of things reversed, for in Allingham's analysis 
of 4000 cases of rectal disease treated at St. Mark's Hospital, 
London, he treated one-third more fistulas than hemorrhoids. 
It must be remembered, however, that this institution has a great 
reputation for the cure of fistula, and, further, that fistula is 
found much more frequently in charitable institutions than in 
hospitals where patients pay their own way. Another reason 
why railway-men are more frequently nffiicted with hemorrhoids 
than with fistula is because of the dilated condition of the rectal 
veins, induced by habits, the erect position, and irregular, jar- 
ring motion of tlie train. In fact, in our practice, both j^^'^vafe 
and dispensary^ we have been called upon more frequently to 
treat hemorrhoids and ulceration than fistula. Other surgeons 
in this country with whom we have discussed this subject have 
had a similar experience. 

We wisli just here to append Table No. 2, which gives 
a synopsis of our work in rectal and anal surgery for one 
year, 1893-1894, at the Kansas City, Fort Scott, and Memphis 
Railroad Hospital, for which Dr. N. J. Pettijohn is chief 
surgeon. In round numbers 800 patients wcue treated during 
this time. Of this number 30 entered the hospitnl purposely 
to be treated for some rectal disease. Manv of the other 
patients had rectal disease, but considered it of secondary im- 
portance to the disease or accident wliicli was the immediate 
cause of their entering the hospital. 
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RAILROADING IN RECTAL DISEASES. 391 

We include this table for the reason that it gives in brief 
the percentage of rectal to all other diseases, the age, the diag- 
nosis, the compUcations, the treatment or opemtion, the length 
of time under treatment of each patient, and shows the very 
large percentage of these cases that can be easily and speedily 
cured when given that amount of attention that they should 
have in every railway-hospital. 
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Abscess, 68 

ischio- rectal, 68 
treatment, 60 

marginal, 70 
treatment, 70 

where found, 74 
AUInghani, Herbert, on cancer, 291 

method of excision, 300 

on colotomy, 308 
Allingham's (Sr.) analysis of 100 cases 

of stricture, 151 
Amcricim operation for hemorrhoids, 211 

as a cause of stricture, 149 
Anal fistula, 72 

fissure. 111 
Anatomy of rectum and anus, 3 
Andrews, on solution for liemorrhoids, 

205 
Anesthetics, in examination, 24 

in operating on tubercular fistula, 103 
Anus. 8 

fistula, 72 

malformations, 28 
symptoms of, 29-37 
treatment, 29-37 
varieties of, 28 

syphilitic affections, 62 
Arteries of rectum, 6 

inferior hemorrhoidal, 6 

middle hemorrhoidal, 6 

superior hemorrhoidal, 6 
Artificial anus, 359 

closure, 359 
Author's artificial light, 26 

pile and polypus clamp, 221 

report of 250 cases of constipation, 265 

solution for injecting piles, 206 

table of cases of stricture, 152 
Auto-infection, 268 



bibliography, 290 
colon bacillus, 278 
effect upon circulation, 274 
effect upon nerves, 275 
effect upon respiration, 274 
Park's (Dr.) letter, 283 
treatment, 287 
Welch's (Dr.) letter, 285 

Bacillus coli communis, 278 

Bougies in stricture, 1G9 

BrinkerhofTs prescription for injecting 

piles, 205 
Bulkley's prescription for pruritus ani, 

238 
Byrd's case, 39 

Cancer, 291 
forms of, 292 
recapitulation, 306 
symptoms, 294 
treatment, 295 
palliative, 295 
surgical, 296 
after-treatment, 305 
Allingham's (Herbert) method, 

300 
excision of rectum, 297 
Kraske's operation, 299 
modification of, 304 
Rolin's modification, 305 
Colotomy, 308 
anatomy, 318 
left inguinal, 318 
lumbar, 321 
right inguinal. 318 
transverse, 325 
choice of operation, 311, 315 
conditions necessitating, 311 

(393) 



394 



INDEX. 



C-olotomy, inguinal, 326 

important suggestions, 338 
action of bowels, 343 
lengtli of mesentery, 338 
prolapse, or procidentia, through 

opening, 340 
spur, 339 
left inguinal, 326 
right inguinal, 343 
supplementary operation, 332 
introduction, 308 
lumbar, 344 
prolapse after, 353 
right lumbar, 356 
spur, 353 
tmnsverse, 357 
Condylomata, syphilitic, 62 
Constipation, 16, 253 
as a cause of rectal disease, 256 
etiology, 253 
symptoms, 255 
treatment, 257 
abdominal massage, 260 
author's report of 250 cases, 265 
dilatation, 259 
electricity, 263 
non-medicinal method, 258 

steps in, 258 
rules patient must follow, 263 
warm water injections, 262 
Cripps, 70 cases of stricture, 151 
Cripps, mortality of malformations, 39 

Diagnosis, of diarrhea, 247 
of fissure, 119 
of hemorrhoids, 183 
of stricture, 161 
of ulceration, 137 
Diarrhea, 17, 241 
a symptom of chronic catarrh, 242 

of impaction of feces, 244 

of uiiiligiiant stricture, 243 

of polypi, 244 

of prolapsus, 244 

of rectal disease, 17, 242 

of ulceration, 243 

of villous tumors, 244 
character of the stools, 245 
diagnosis, 247 



Diarrhea, illustrative cases, 251, 252 
in ulceration, 135 
pathological anatomy in, 244 
prognosis, 248 
remarks on, 241 
symptoms, 245 
treatment, 248 

Electrolysis in stricture, 170 
Etiology of hemorrhoids, 182 
Examination of rectum and anus, 19 

by artificial light, 26 

by introduction of hands, 27 

by palpation, 21 

digital, 21 

position for, 19 

remarks on, 19 

under anesthesia, 24 

visual, 20 

Fecal fistula, 859 
causes, 359 
treatment, 369 
Fecal impaction, 266 
symptoms, 266 
treatment, 267 
Feces, 18 
characteristics of, 18 
incontinence, 106 
significance of, 18 
Fissure, 111 
causes, 114 
diagnosis, 119 
dififerential diagnosis, 119 

from blind internal fistula, 120 

from disease of neighboring organs, 
120 

from hemorrhoids, 119 

from neui*algia, 119 

from sphincteric contniction, 120 
examination for, 117 
history. Ill 
illustrative cases, 128 
prognosis, 121 
stAges, 113 
symptoms, 115 

bleeding, 116 

flatulence, 116 

pain, 115 
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Fissure, treatment, 121 
operative, 125 
after-treatment, 127 
cauterization, 125 
dilatation. 125 
division, 127 
excision, 127 
palliative, 123 
Fistula, 72 
after-treatment, 92 
definition, 73 
diagnosis, 81 

general remarks on, 72, 79 
history of, 72 
illustrative cases, 94-98 
prognosis, 94 

relation to phthisis pulmonalis, 99 
symptoms, 80 
treatment, 82 
operative, 82 
dilatation, 83 
division, 85 
excision, 88 
fistulatomc, 88 
injection, 83 
ligation, 84 
resume, 91 
tubercular, 99 
after-treatment, 104 
illustrative cases, 104 
prognosis, 101 
symptoms, 100 
treatment, 100 
use of chloroform, 103 
varieties, 99 
varieties of, 74 
blind external, 76 

treatment, 89 
blind internal, 75 

treatment, 89 
complete, 74 
complete external, 70 

treatment, 89 
complete internal, 70 

treatment. 89 
horseshoe, 77 

treatment. 90 

recto-urethral, 79 

treatment, 91 



Fistula, varieties of, recto -vaginal, 77 
treatment, 90 
recto vesical, 78 
treatment, 91 

Green's solution for injecting hemor- 
rhoids, 205 
Growths, non -malignant, 54-61 
Gummata, 62 

Hemorrhage, in rectal diseases, 15, 229 
from fissure, 15 

from internal hemorrhoids, 15 
from malignant disease, 16 
from polypi, 16 
from prolapsus, 15 
from stomach, 16 
from stricture, 16 
from ulceration, 16 
from villous growths, 16 
from wounds and foreign bodies, 16 
methods of arresting, 231 
post-operative, 229 
primary, 229 
recurrent, 230 
secondary, 230 
Hemorrhoidal clamp, author's, 221 

advantages claimed for, 221 
Hemorrhoids, 180 
after-treatment, 224 
classification, 181 
differential diagnosis, 183 

from hemorrhage, 184 

from malignant growths, 184 

from polypi, 184 

from prolapsus, 184 

from pruritus ani, 184 

from venereal warts, 184 

from villous tumors, 184 
etiology, 182 
external, 185 

definition, 181 

illustrative cases, 188-190 

treatment, 180 
operative, 187 
palliative, 187 

varieties, 185 
cutaneous, 180 
symptoms, 186 
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Hemorrhoids, external, varieties, throm- 
botic, 185 
symptoms, 186 
history, 180 
illustrative cases, 226 
internal, 191 
definition, 181 
symptoms, 191 
treatment, 194 
by chemical caustics, 197 
by injection methoi^ 201 
cases suitable for, 208 
history, 202 
preparation for, 204 
report of case, 206 
rules to follow, 204 
solutions used, 205 
author's, 206 
BrinkerhofTs, 205 
Green's. 205 
Kelsey's, 205 
Rorick's, 2a5 
Yount's, 205 
by ligature, 211 
history, 211 
pain following, 214 
results, 215 
steps taken, 212 
cauterization, 199 
galvano-cautery, 201 
linear, 200 
puncture. 200 
clamp and cautery, 216 
after-dressing, 218 
author's clamp. 221 
advantages of, 221 
history, 216 
steps in opemtion, 217 
time saved. 219 
crushing, 198 
dilatation, 199 
6craseur, 197 
operative, 196 
palliative, 194 
preparation for, 196 
retention of urine. 225 
suhmucous ligation, 223 
surgical, 195 
Whitehead's operation, 208 



Hemorrhoids, internal, treatment, While- 
head's operation, advantages 
of, 210 
criticisms on, 210 
varieties, 192 
capillary, 192 
venous, 193 
prognosis, 184, 225 

Impaction of feces, 266 

symptoms, 266 

treatment, 267 
Incontinence, 106 

causes, 106 

treatment, 108 
by cauterization, 108 
b}*^ plastic operation, 109 
illustrative case, 109 
Inflammation, erysipelatous, 71 

gangrenous, 71 

of rectum, 65 
Injection, in hemorrhoids, 201 

hemorrhoids suitable for, 203 

leport of case, 206 

solutions used, 205 
Injuries of rectum, 362 

treatment, 365 
Introduction, 1 
Invagination, 45 
Ischio-rectal abscess, 68 

symptoms, 69 

treatment, 69 
Itching piles (pruritus ani), 235 

Kelsey on injection in hemorrhoids, 205 

Lymphatics, 7 

Malformations of rectum and anus, 28 
imperforate anus. 28 

symptoms, 29-37 

treatment, 29-37 

varieties, 28 
imperforate rectum, 37 

symi)tonis, 37 

treat njent, 38 

varieties. 37 
mortality in 100 cases, 39 
Marixinal abscess, 70 



INDEX. 



397 



Muscles of rectum, 8 
exterual sphincter, 8 
internul sphincter, 8 
levator ani, 9 
recto-coccygeus, 9 

Nerves of rectum, 7 
Neuralgia of rectum, 366 
treatment, 368 

Onanism, rectal, 377 

Pain, characteristics, in rectal disease, 12 

following clamp-and-cautery operation, 
218 

following ligature operation, 214 

in fissure, 12, 115 

in hemorrhoids, 12 

in internal hemorrhoids, 13 

in malignant disease, 13 

in ulceration, 13 

varieties, 12 
Papillomata, 60 

treatment, 61 
Paquelin cautery, 216 
Park's (Dr.) letter 283 
Pederasty, 372 
Periproctitis, 65 

symptoms, 69 

treatment, 69 
Phthisis pulmonalis, relation to fistula, 

99 
Piles, 180-227 
Polypi, 54 

adenoid, or soft, 55 
treatment, 56 

disseminated, 58 

fibrous, or hard, 56 
treatment, 58 

illustrative cases, 59 
Position for examination, 19 
Proctitis, 65 

acute, 65 

chronic. 65 

prognosis, 67 

symptoms, 66 

treatment, 68 

varieties, 65 
diphtheritic, 67 



Proctitis, varieties, dysenteric, 66 

gonorrheal, 67 
Proctotomy, in stricture, 172 
Prognosis, diarrhea, 248 

fissure, 121 

fistula, 94 

hemorrhoids, 184, 225 

painful ulcer, 121 

stricture, 164 

tubercular fistula, 101 

ulceration, 138 
Prolapse, illustrative cases, 51-53 

of all rectal coats, 43 

of mucous membrane, 42 

of rectum and anus, 41 

of upper into lower portion of rectum, 
45 

remarks, 41 

treatment, 46 
operative, 49 
palliative, 47 

varieties, 41 
Protrusions, in rectal disease, 14 

internal hemorrhoids, 14 

polypi, 14 

prolapsus, 14 

varieties, 14 

villous tumors, 15 
Pruritus ani (itching piles), 235 

etiology, 235 

report of case, 240 

symptoms, 236 

treatment, 236 
Bulkley's prescription, 238 
surgical, 239 
Pus, as a symptom of rectal disease, 18 

Railroading, as a cause of rectal disease, 
379 

synopsis of 30 cases, 390 

table of 170,000 cases. 388 
Rectal discharges, 241, 251 

onanism, 377 
Rectum, 3, 10 

arterial supply, 5 

cancer, 291 

coats, 3 

curves, 3 

fistula, 72 
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Rectum, inflammation, 65 

length, 8 

lymphatics, 7 

malformations, 28, 37 

mucous membrane, 5 

muscles, 8 

muscular, 4 

nerves, 7 

ncumlgia of, 366 

peritoneal, 4 

physiology, 10 

prolapsus, 41, 58 

syphilitic affections, 62 

veins, 6 

wounds and injuries, 306 
Rickett's (Dr. Merrill) submucous liga- 
tion of hemorrhoids, 223 
Rorick's solution for hemorrhoids, 205 

Sodomy, 372 
Speculums, 23, 25 
Stomach. 16 

Stricture, appearance of anus, 160 
author's table of cases, 152 
benign, 146 
classiflcation us to form, 147 
etiological classiflcation, 147 
catarrhal, 153 
other forms, 154 
congenitarl, 154 
muscular bands, 154 
inflammatory, 155 
spasmodic, 155 
syphilitic, 150 
traumatic, 147 
tubercular, 153 
Cripps's table of cases, 151 
diagnosis, IGl 
differential diagnosis, 163 
malignant, 163 
non-nialignant, 103 
general remarks, 147 
illustrative cases, 175-179 
pathological anatomy, 150 
prognosis, 104 
symptoms, 157 

character of the stool, 158 
conjplications, 100 
peritonitis, 160 



Stricture, symptoms, recapitulation, 160 
treatment, 165 
operative, 167 
by dilatation, 167 
bougies, 160 
dilators, 169 
forcible, 167 
gradual, 167 
colotomy, 174 
electrolysis, 170 
excision, 174 
internal incision, 171 
report of case, 171 
posterior proctotomy, 172 
advantages, 172 
report of case, 173 
palliative, 165 
Symptomatology, 12 

remarks, 12 
Syphilitic affections, 62 
condylomata, 02 
congenital syphilis, 63 
gummatous, 62 
treatment, 63 

Table, operating, 20 

Ulcer, 111 
diagnosis, 119 
painful. 111 
prognosis, 121 
symptoms, 115 
treatment, 121 

operative, 125 

palliative, 123 
Ulceration, 130 
causes, 130 
classiflcation, 130 

catarrhal, 133 

dysenteric, 13^ 

lupoid. ??3 

rodent, 134 

syphilitic, 131 

traumatic, 131 

tubercular, 133 
varieties, 133 
diagnosis, VM 
illustrative cases, 143-145 
prognosis, 138 
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Ulceration, symptoms, 135 

diarrhea, 135 

discharges, 137 

hemorrhage, 136 

itehing, 137 

other, 137 

pain, 135 
treatment, 138 

operative, 141 

palliative, 138 
Urethi-al fistula, 79 
treatment, 91 

Veins of rectum, inferior hemorrhoidal, G 



Veins of rectum, middle hemorrhoidal, 6 

superior hemorrhoidal, 6 
Villous tumors, 59 

treatment, 60 

Welch on pathogenic action of colon 

bacillus. 280 
Welch's letter, 285 
Whitehead's operation in piles, 208 
Wounds of rectum, 362 
treatment, 365 

Yount on injection in hemorrhoids, 205 
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Medical, Political, and Social By Robkrt Coltman, Jr., M.D., Sur- 
geon in Charge of the Presbyterian Hospital and Dispensary at Teng Chow 
Fu, etc. Fifteen Fine Engravings on Extra Plate Paper, from photographs 
of persons, places, and objects characteristic of China. Royal Octavo. 212 
pages. Extra (^loth, with Chinese Side-Stamp in gold Net, l.f 5 

DAVIS— Diseases off the Lungs, Heart, and Kidneys. 

By N. 8. Davis, Jr., A.M., M.D., Professor of Principles and Practice 
of Medicine, Chicago Medical College, etc. 12mo. Over 300 pages. Extra 
Cloth Net, l.SS 

DAVIS— Consumption : How to Prevent it and How to Uve 
with it. 

Its Nature, Causes, Prevention, and the Mode of Life, Climate, Exercise, 
Food, and CTIothing Necessary for its Cure. By N. S. Davis, Jr., A.M., M.D. 
12ino. 148 pages. Extra Cloth Net, .75 

DBMARQUAY— On Oxygen. 

A Practical Investigation of the Clinical and Tlierapeutic Value of the 
Oases in Medical and Surgical Practice, with Especial Reference to the Value 
and Availability of Oxygen, Nitrogen, Hydrogen, and Nitrogen Monoxide. 
By J. N. Dkmakquay, Surgeon to the Municipal Hospital, Paris, and of the 
Council of State, etc. Translated, with notes, additions, and omissions, by 
Samukl S. Wallian, A.M.. M.D., ex-President of the Me<lical Association 
of Northern New York, etc. Royal Octavo. 816 pages. Illustrated with 21 
Wood-Cuts. Net. •«.0O. Half-Russia Net, 3.00 
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BDINQER— Structure off the Central Nervous System. 

For PhysiciauH and Students. By Dr. Luuwig Eoingek, Frankfort* 
on-tbe-Main. Second Revised Edition. With 133 iUiutrations. Translated 
by Willis Hall Vittum, M.D., St. Paul, Minn. Edited by C. Eugkme 
RiGGS, A.M., M.D., Professor of Mental and Nervous Diseases, University of 
Minnesota, etc. Royal Octavo. About 260 pages. I'^xtra Cloth Net, SI. 75 

EI5ENBERQ -Bacteriological Diagnosis. 

Tabular Aids for use in Practical Work. By James Eisenbeko, Ph.D., 
M.D., Vienna. Translated and augmented, with the permission of the author, 
from the Second Qerman Edition, by Norval H. Pierce, M.D., Chicago, 111. 
Nearly 200 pages. Royal Octavo, bound in Cloth and in Oil-Cloth (for labor- 
atory use) Net, 1.60 

ESHNBR-On Fevers. 

Including General Considerations, Typhoid Fever, Typhus Fever, Influ- 
enza, Malarial Fever, Yellow Fever, Variola, Relapsing Fever, WeiVs Disease, 
Thermic Fever, Dengue, Miliary Fever, Mountain Fever, etc.; their Prevent- 
ion, Etiology, Pathology, Diagnosis, Prognosis, and Treatment, by James C. 
Wilson, M.D.; Solomon Holis-Cohen, M.D.; C. Meigs Wilson, M.D.; 
Augustus A. Eshner, M.D.; W. Reynolds Wilson, M.D. Compiled 
from *'The Annual of the Universal Medical Sciences," from 1888 to 1894, in-' 
elusive, by Augustus A. Eshner, M.D., with copious commentaries and 
additions. Embellished by Wood-Engravings and Lithographs. Royal Oc-' 
tavo. Over 000 pages. Cloth Net, 3.50 

FIRBBAUQH— The Physician's Wife. 

And the Tilings that Pertahn to Her Life. By Ellen M. Firebaugh. 
Gracefully written, full of genuine humor, and true to nature, this little 
volume is a treasure that will lighten and brighten many an hour of care and 
worry. Crown Octavo, 200 pages, with 44 Original Character Illustrations and 

'a Frontispiece Portrait of the Author. Ehctra Cloth Net, 1.S5 

Special Limited Edltion.^Flrst 500 copies beautifully printed in 
Photogravure Ink on Extra-Quality Enameled Paper, with wide margins, 
showing the Illustrations with excellent effect. Beautifully and attractively 
bound in Fine Vellum Cloth and Leather. The Publishers reserve the right 
to increase this price without notice Net, 3.00 

QANT and ALLINQHAM— Diseases off Rectum and Anus. 

By 8. O. Oant, M.D., Professor of Rectal and Anal Surgery in the 
University Medical College, Kansas City ; Lecturer on Rectal and Anal Dis- 
eases in the Scarritt Training School and Hospital for Nurses, etc.; and H. W. 
Allingham, M.D., Surgeon to the Great Northern Hospital, and Junior 
Surgeon to St. Mark's Hospital for Rectal Diseases, London, etc. With 
numerous Illustrations, including several Full-page Colored Photo-engrav- 
ings. Royal Octavo. In Press. 

QOODBLL— i^essons in Qynscology. 

By William Ooodell, A.M., M.D., etc.. Professor of Clinical Gyna- 
cology in the University of Pennsylvania. With 112 Illustrations. Third 
Edition, thoroughly revised and greatly enlarged. One volume. Large 
Octavo. 578 pages. Cloth, S5.00 ; Full Sheep, S6.0O. Discount, SO per 
oent. , making it, net. Cloth, •4.0O ; Sheep, S4. SO. Postage, ST ceots extra. 
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dRANBlN and J ARM AN— Pregnancy, Labor, and the Piier- 
jperal State. 

By EoBEBT H. Obanoin, M.D., Consalting Obstetric Burgeon to the 
^ew York Maternity Hospital, Consulting Gynecologist to the French Hos. 
fpital,^tc.; mad Obokob W. Jabman« M.D.« Obstetric Burgeon to the New 
York Maternity Hospital, Gynecologist to the Cancer Hospital, etc. Royal 
Octavo. About 275 pages, with more than forty Full-page Photograrure 
Plates taken from nature. Cloth Net, S8.50 

• 

CRANOIN and JARMAN— Obstetric Surgery. 

By Egbbbt H. Gbanoin, M.D., and Geokqb W. Jarman, M.D. 
With about 85 Illustrations in the text and 15 Full-page Photographic Plates. 
Ao^-al Octavo. About 2S0 pages. Extra Cloth Net, 9 JIO 

Early in 1896 these two admirable volumes will be published together in 
4Mie volume, as follows : 

f>ractical Obstetrics, embracing Pregnancy, Labor, the ihi- 
erperal State, and Oiwtetric Surgery. 

A Text-Book for Physicians and Students. By Egbbbt H. Gbandin, 
M.D^ and Gbobob W. Jabman, M.D. In one very handsome Royal Octavo 
Velume of over 600 pages, with more than fifty (60) Full-page Photogravure 
Plates taken from nature, besides many other cuts in the text, the whole 
forming the most modem and complete work on the Science and Art of Ob- 
stetrics. Cloth, net, 94.00. In Full Leather Net, 4.75 

OUBRNSBY— main Tallcs on Avoided Subjects. 

By Hbnby N. Guernsey, M.D., formerly Professor of Materia Medlca 
and Institutes in the Hahnemann Medical College of Philadelphia, etc. 
Contents of the Book.— I. Introductory. IL The Infant. III. Childhood. 
IV. Adolescence of the Male. V. Adolescence of the Female. VI. Marriage : 
The Husband. VII. The Wife. VIII. Husband and Wife. IX. To the 
Unfortunate. X. Origin of the Sex. 16mo. Bound in Extra Cloth 1.00 

HARB— Epilepsy : Its Patliology and Treatment. 

By Hobart Amory Hare, M.D., B.Sc., Professor of Materia Medica 
and Therapeutics in the Jefferson Medical College, Philadelphia, etc 12mo. 
228 pages. Extra Cloth Net, 1.85 

HARB— Pever : Its Patliology and Treatment. 

Containing Directions and the Latest Information Conoeming the Use 
<of the So-called Antipyretics in FcTer and Pain. By Hobart Amory Hare, 
M.D., B.Sc. nittstrated with more than 25 new plates of tracings of yarlous 
-fever cases, showing the action of the antipyretics. The work also contains 
'35 carefully-prepared statistical tables of 248 cases, showing the untoward 
•efTects of the antipyretics. Timo. Kxtra Cloth Net, 1>S5 

HUiDBKOPBR— Age off tlie Domestic Animals. 

Being a Complete Treatise on the Dentition of the Horse, Ox, Sheep, 
Hog, and Dog, and on the various other means of determining the age of 
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Cbese animals. By Rush Shippen Huidbkopbr, M.D.,Veterinarian ( Alfort, 
France); ProfesBor of Sanitary Medicine and Veterinary Jurisprudence, 
American Veterinary CoUege, New York, etc. Royal Octaro. 226 pages. 200 
Wood-Engrarings. Extra Cloth Net, 91.75 

Intemational System off Electro-Therapeutics. 

For Students, General Practitioners, and Specialists. Cbief Editor, 
Horatio R. Biqblow, M.D., Fellow of the American Electro-Therapeutic 
Association ; Member of the Philadelphia Obstetrical Society ; Member of 
the Soci^t^ Fran^aise d^Electro-Th^rapie ; Author of ** OynsBCological 
Electro-Therapeutics" and '* Familiar Talks on Electricity and Batteries,'* 
•etc. Assisted by thirty-eight eminent specialists in Europe and America as 
associate editors. Thoroughly Illustrated with many fine BngraTings. 1100 
pages. Royal Octaro. Extra Cloth, net, •6.00. Sheep, net, S7.00. Half- 
Russia . .' Net, 7Jie 

« 

Intemstional Text-Book off Hedical Electro-Physics and 
Qalvanism, 

For the Use of Medical Students and Practitioners. Being the first 
<nine (9) Chapters or Articles of the ''International System of Electro-Thera- 
peutics." By WII.LIAM J. Hbbdman. Ph.B., M.D.; Hbnry MoClurb, M.D.; 
J. Mount Bletbr, M.D.; W. F. Robinson, M.D.; A. Wilxer Dupf, M.A, 
B.Sc. (Ed.): Gboroe J. Engelmann, M.D.; Albert P. Brubakeb, M.D.; 
Fbedbbick Peterson, M.D. ; Wesley Mills, M.A, M.D., L.R.C.P. 
(Lond.), F.RS. (Can.). Thoroughly Ulustrated. Royal OcUro. About 400 
pages. Cloth Net, SJM> 

1VIN5— Diseases off tlie Nose and Throat. 

A Text-Book for Students and Practitioners. By Horace F. Ivins, 
M.D., Lecturer on Laryngology and Otolopcy, Hahnemann Medical College of 
Philadelphia, etc. Royal Octavo. 607 pages. With 129 Illustrations, chiefly 
-original, including 18 Colored Figures from Drawings and Photographs of 
Anatomical Dissections^ etc. Extra Cloth, net, •4.0O. Sheep or Half- 
Russia Net, S.eo 

JBNNINQS— Color-Vision and Color-Blindness. 

A Practical Manual for Railroad Surgeons. By J. Ellis Jbnnikos, 
M.D. (Unir. Penna.), formerly Clhiical Assistant Royal London Ophthalmic 
Hospital (Moorflelds) ; Lecturer on Ophthalmoscopy and Chief of the Eye 
■Clinic in the Beaumont hospital Medical College; Ophthalmic and Aural 
Surgeon to the St. I^uis Mullanphy and Methodist Deaconness Hospitals ; 
Consulting Oculist to the Missouri, Kansas, and Texas Railway System; 
Fellow of the British Laryngological and Rhinological Association ; Secretary 
of the St. Louis Medical Society. This book is published as a convenient, 
practical Manual to aid the Oculist, Railroad Surgeon, and General Practi- 
tioner in accurately determining the fitness or unfitness of those employed, 
or seeking employment, in railway, steam-boat, and steam-ship lines of trans- 
portation. In one Crown Octavo volume of over 100 pages. Illustrated with 
twenty-one (21) Engn^vings and one (1) Handsome Full-page Colored Plate. 
Extra Cloth Net, 1.00 
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JOAL— On Respiration in Singing:. 

For Specialists, Singers, Toacherb, Public Speakers, etc. By Dk. Joal 
(Mont Dore). Translated and edited by R. Nokris Wolfkmoen, M.D. 
(Cantab.), Editor of the Jounial of Laryiigolog^y, etc.; Vice-President of the 
British LaryngologicalAiwociation, etc. Ulustrated. Cloth. Crown Octavo. 
210pages Net, S1.9A 

KBATINQ— Record-Book off Medical Examinations ffor Liffe- 
Insurance. 

Designed by John M. Keating, M.D. This record-boolc is small, but 
complete, and embraces all the principal points that are required by the 
different companies. It is made in two sizes, vis.: No. 1, covering one hundred 
(100) examinations, and No. 2, covering two hundred (300) examinations. The 
size of the book is 7 x^ inches, and can be conveniently carried in the pocket. 
No. 1, Cloth, net, SO oents. No. 2, Full Leather, with Side-Flap .... Net, 1.0O 

KEATING and ED WARD5- Diseases off the Heart and Cir- 
culation in Inffancy and Adolescence. 

With an Appendix entitled '* Clinical Studies on the Pulse in Child- 
hood.** By John M. Kbatinq, M.D., Philadelphia, and Wii«liam A. 
Kdwards, M.D., Philadelphia. Illustrated by Photographs and Wood- 
Elngravings. About 225 pages. 8vo. Bound in Cloth Net, 1*50 

KRAPT-EBINQ— A Text-Book on Insanity. 

For the Use of Students and Practitioners. By Dr. R. von Krafit- 
Ebinq. Authorized translation of the Fifth Oerman Edition by Charles 
Gilbert Chadoook, M.D., Professor of Nervous and Mental Diseases in 
Marion-SlRis College of Medicine, St. Louis, Mo., etc Royal Octavo. Aboat 
800 pages. In Preparation. 

LIEBIQ and ROH^EIectricity in nediclne and Surgery. 

By G. A. LiEBio. Jr., Ph.D., Assistant in Electricity, Johns Hopkins 
University, etc.; and Oboros H. RoHt, M.D., Professor of Obstetrics and 
Hygiene, College of Physicians and SnIgeon^ Baltimore. Profusely Illus- 
trated by Wood-Engrarlngs and Orighial Diagrams. Royal Octovo. 888 
pages. Extra aoth Net, %M^ 

MANTON— A Syllabus off Lectures on Human BmlM^olosy. 

An Introduction to the Study of Obstetrics and Gynecology, with a 
Glossary of Bmbryologlcal Terms. By Walter Porter Manton, M.D., 
Lecturer on Obstetrics in Detroit College of Medicine ; Fellow of the Royal 
Microscopical Society, of the British Zoological Society, etc. Second (Rerised) 
Edition. Interleaved for taking notes, and thoroughly Illustrated by Outline 
Drawings and Photo-Engravings. 12mo. About 196 printed pages, besides 
the blank leaves for notes. Extra Cloth Net, 1.1S> 

MA55EY— Electricity in the Diseases off Women. 

With Special Reference to the Application of Strong Currents. By 
G. Betton MA88ET, M.D., lAte Electro-Therapeutist to the Philadelphia 
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OrthopflBdic Hospital and Infirmary for Nerroaa Diseases, etc. Second Edi- 
tion. Rerised and Enlarged. With New and Original Wood-Engravings. 
Extra Cloth. 240 pages. 12mo Net, S 1^0 

Medical Bulletin Visiting Ust, or Physicians' Call Record. 

Arranged upon an Original and Convenient Montlily and Weekly l^an 
for the Daily Recording of Professional Visits. Handsomely bound in fine 
strong Leather, with flap, including a Pocket for loose Memoranda, etc. 
Furnished with a Dixon lead-pencil of excellent quality and flnish. Compact 
and convenient fur carrying in the pocket. 8ize, 4 x6J^ inches. In three 
styles. Bend for detcriptive circular. 

No. 1. For 70 patients d^iily each month for one year Net, 1.S5 

No. 2. For 105 patients daily each month for one y^ar Net, 1*50 

No. 8. In which ''The Blanks for Recording Visits in" are in six (6) 

removable sections Net, 1.75 

Special Edition for Great Britain only 4s. 6d. 

MICHBNBR— Hand-Book off Eclampsia. 

Or, Notes and Cases of Puerperal Convulsions. By E. Mighkner, 
M.D. ; J. H. Stubbs. M.D. ; R B. EwiNO, M.D. ; B. Thompson, M.D. ; 
8. Stebbins, M.D. l6mo. Cloth Net, S .60 

MONTQOMBRY~i>racUcal Qymecology. 

By E. E. Montgomery, A.M., M.D., Professor of Clinical Gynaecology 
in the Jefferson Medical College, Philadelphia, etc., etc In one Royal Octaro 
volume. Thoroughly Illustrated. In Preparation. - 

MOORE— neteorology. 

By J. W. Moore, B.A., M.Ch., University of Dublin ; Fellow and Reg- 
istrar of the Royal College of Physicians of Ireland, etc Part I. Physical 
Properties of the Atmosphere. Part II. A Complete History of the United 
States Weather Bureau from its Beginning to the Present Day, specially con- 
tributed by Prof. M. W. Harrington, Chief of the Weather Bureau in 
Washington, D.C., giving also a full list of all the stations under the imme- 
diate control of the United States Government. Part III. Weather and 
Climate. Part IV. The Influence of Weather and Season on Disease. Pro- 
fusely Illustrated throughout. One volume. Crown Octavo. Over 400 pages, 
cnoth, Net, a.00 

M YQIND-Deaf -nutism. 

By HoLQBR Mygind, M.D., of Copenhagen. The only authorised 
English Edition. Comprising Introduction, Etiology and Pathogenesis, 
Morbid Anatomy. Symptoms and Sequels, Diagnosis, Prognosis, and Treat- 
ment. Crown Octavo. About 800 pages. Cloth Net, ».00 

Ni55BN— A naniial off Instruction ffor Giving SwedUh 
ilovement and ilassage Treatment. 

By Prof. Hartviq Nissen, late Instructor in Physical Culture and 
Gymnastics at the Johns Hopkins University, Baltimore, Md., etc. With 29 
Original Wood-Engravings. 12mo. 128 pages. Cloth Net, 1.00 
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Physiciaiis' All-Requisite Time- and Labor- Saving Account- 
Book. 

Being a Ledger and Aoconnt-Book for Phyiicianfl* Use, meeting all tke 
Requirements of the Law and Courts. Designed by William A. Sbibbbt, 
M.Dm of Baston, Pa. There is no exaggeration in stating that this Aooonnt- 
Book and Ledger reduces the labor of keeping physicians* accounts more 
than one-half, and at the same time secures the greatest degree of accuracy. 
Bend for descriptire circular showing the plan of the book. 

No. 1, 800 pages for 900 Accounts per Tear, sise 10 x 13, bound in \- 
Bussia, Raised Back-Bands, Cloth Sides Net, 954)0 

No. 2, 600 pages for 1800 Accounts per Tear, sise 10 x 12, bound in K- 
Bussia, Raised Back-Bands, Cloth Sides Net, 8.00 



Physicians' Interpreter. 

In Four Languages, Bhiglish, French, German, and Italian. Specially 
arranged for diagnoeis by M. von V. The plan of the book is a systematic 
arrangement of questions upon the Tarious branches of Practical Medicine, 
and each question is so worded that the only answer required of the patient 
is merely Yes or No. Bound in full Russia Leather, for carrying in the pocket. 
Sise, 6x finches. .206pages Net, 1.00 



Practical Electro-Therapeutics. 

For General Practitioners and Specialists. A comprehensive treatise 
by thirty (80) eminent and experienced writers. This Tolume is specially 
designed for those who have not obtained the **Intematioiial System of 
Electro-Therapeutics,'* of which it is the concluding part. Complete in one 
Royal Octavo volume of over 700 pages. Thoroughly Illustrated. Bound in 
Cloth, net, •4JM>. In Full Sheep Net, ^Alk 

A special descriptive circular of this very important work will be sent 
to any address on receipt of postal request. 

PURDY— Diabetes. 

Its Cause, Symptoms, and Treatment. By Chas. W. Puroy, M.D., 
Honorary Fellow of the Royal College of Physicians and Surgeons of Kings- 
ton; Author of '^Bright's DiMase and Allied Affections of the Kidneys**; 
Member of the Association of American Physicians ; Member of the Amer- 
ican Medical Association, etc., etc. With Clinical Illustrations. 12mo. 184 
pages. Extra Cloth Net, 1 JIS 

PURDY— Practical Uranalysis and Urinary Diagnosis. 

A Manual for the Use of Physicians and Students. By Cha8. W. 
PURDY, M.D., Author of ** Diabetes : its Cause, Symptoms, and Treatment"; 
Member of the Association of American Physicians, etc., etc. Second (Re- 
vised) Edition. With numerous Illustrations, including several Colored 
Plates. Crown Octavo. About 850 pages. Extra Cloth Net, t.50 
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l^EMONDINO— History off Clrcumclsloii. 

From the Earliest Times to the Present. Moral and Physical Reasons 
for its Performance^ with a History of Eunuchism, Hermaphrodismf etc., 
and of the Different Operations Practiced on the Prepuce. By P. C. Remon- 
Diiro, M.D., Member of the American Medical Association, of the American 
Public Health Association ; Vice-President of California State Medical So- 
-ciety, etc. 12mo. 346 pages. Extra Cloth. Illustrated with two fine full- 
page Wood-Engrayings, showing the two principal modes of Circumcision in 
■ancient times Net, •1.95 

A Popular Edition (unabridged), bound in Paper Corers, is also issued. 

Price Net, .»5 

Fire (5) cents additional for postage. 

RBilONDlNO— The nediterranean Shores off America. 

Southern California : its Climatic, Physical, and Meteorological Con- 
ditions. By P. C. Rbmokdino, M.D. Royal Octavo. 176 pages. With 45 
appropriate Illustrations and 2 finely-executed Maps of this region, showing 

altitudes, ocean-currents, etc. Bound in Extra Cloth Net, l.SS 

Cheaper edition (unabridged) bound in Paper Net, tTS 

R0B1N50K and CRIBB— The Law and Chemistry Relating 
to Food. 

A Manual for the Use of persons practically interested in the Adminis- 
tration of the Law relating to the Adulteration and Unsoundness of Food 
and Drugs. By H. Mansfield Robinson, LL.D. (London), Solicitor and 
Clerk to the Shoreditch Sanitary Authority ; Law Ehcaminer for the British 
Institute of Public Health, etc. ; and Cecil H. Cribb, B.Sc (London), 
F.I.C., F.C.S., Public Analyst to the Strand District, etc. Crown Octavo. 
About 800 pages. Net, a.OO 



ROH^— Text-Book off Hygiene. 



A Comprehensive Treatise on the Principles and Practice of Preventive 
Medicine from an American Stand-point. By Oeorob H. RoHt, M.D., Pro- 
fessor of Obstetrics and Hygiene in the College of Physicians and Surgeons 
of Baltimore ; Member of the American Public Health Association, etc. 
Third Edition, Carefully Revised and Enlarged, with many Illustrations 
and valuable Tables. Royal Octavo. Over 450 pages. Extra Cloth . . . Net, 84H> 

ROH^— A Practical Manual off Diseases off the 5kln. 

By Qeorge H. Roui, M.D., assisted by J. Williahs Lord, A.B., 
M.D., Lecturer on Dermatology and Bandaging in the College of Physicians 
and Surgeons of Baltimore, etc. 12mo. Over 800 pages. Extra Cloth . Net, It 85 

5AJ0U5— Hay Fever and its 5uccessfful Treatmedt 

By Superficial Organic Alteration of the Nasal Muoovs 
Membrane. By Charles E. Sajous, M.D., Chief Elditor of the ** Annual 
of the Universal Medical Sciences" ; formerly Lecturer on Rhinolt^fy and 
Laryngology in the JefTei-son Medical College, etc. With 18 Engravings on 
Wood. 12mo. Extra Cloth Net, 1.00 
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SBNN— Principles off Surgery. 

By N. Sbnn, M.D., Ph.D., LL.D., Professor of Principles of Surgery 
and Surreal Pathology in Rush Medical College, Chicago, 111. ; Professor of 
Surgery in the Chicago Polyclinic, etc. Nsw (Sbcono) Edition, Thor- 
oughly Revised and Considerably Enlarged. Royal Octavo. With 180 fine 
Wood-Engravings and several full-page Colored Plates. 660 pages. Cloth, 
net, •4.50. Sheep or Half-Russia Net, Sff^SO 

5ENN->Tuberculoei8 off the Bones and Joints. 

By N. Semn, M.D., Ph.D., LL.D., author of a text-book on the ** Prin- 
ciples of Surgery,'* etc. Royal Octavo. Over 500 pages. Illustrated with 
107 Engravings, many of them colored. Extra Cloth, net, •4.0O. Sheep or 
Half-Russia Net, 5.00 

SHOEMAKER— Heredity, Healtli, and Personal Beauty. 

Including the Selection of the Best Cosmetics for the Skin, Hair, Nails, 
and All Parts Relating to the Body. By John V. Shoemakkb, M.D., UID., 
Professor of Materia Mcdica, Pharmacology, Therapeutics, and Clinical Med- 
icine, and (*lini<;al Professor of Diseases of the Skin in the Medico-Chirurgi- 
cal College of Philadelphia, etc. Royal Octavo. 425 pages. Cloth, net^9a*50. 
Half-Morocco Net, 3JIO 

SHOEMAKER— Materia Medica and TlierapeiiUcs. 

A Practical Text-Book for Students and Practitioners. By John V. 
Shokmaker, M.D., LL.D. Thibd Edition, Thoroughly Revised and in 
Conformity with the Latest Revision of the United States Pharmacopcsia. 
An Entirely Nsw Work from Cover to Cover. Every page has been 
reset with New Type and printed from New Electrotype Plates. This edition 
is published in one Royal Octavo volume (instead of two as heretofore) of 
about 1000 pages. Cloth, net« •5.00. Sheep Net, 5.75 

This standard work Is thoroughly and carefully indexed with clinical 
and general indexes, and contains a most valuable and exhaustive table of 
doses, extending over several double-column octavo pages. 

SHOEMAKER—Ointments and Oleates. 

Especially in Diseases of the Skin. By John V. Shoemaker, A.M., 
M.D. Second Edition, Revised and Enlarged. 296 pages. 12mo. Extra 
Cloth Net, 1^0 

SMITH— Piiysiology off the Domestic Animals. 

A Text-Book for Veterinary and Medical Students and PractitionerR. 
By Rorert Meade Smith, A.M., M.D., formerly Professor of Comparative 
Physiology in the University of Pennsylvania, etc. Royal Octavo. Over 9i50 
pages. Profusely Illustrated with more than 400 fine Wood-Engravings, some 
of them Colored. Cloth, net, 95.00. Sheep Net, 6.00 
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S0ZIN5KBY— Medical Symbolism. 

Historical Studies in the Arts of Healing and Hygiene. By Thomas 8. 
SoziNSKEY, M.Dm Ph.D., Author of '*The Culture of Beauty/* *'Tbe Care 
and Culture of Children/' etc. 12mo. Nearly 200 pages. Extra Cloth. Ap- 
propriately Illustrated with 80 new Wood-Engravings Net, SLOO 

STEWART— Obstetric Synopsis. 

A Coiuplete Compend. By John 8. Stewabt, M.D., late Demonstra- 
tor of Obstetrics in the Medico-Chirurgical College of Philadelphia ; with an 
Introductory Note by William S. Stewart, A.M., M.D., Emeritus Profes- 
sor of Obstetrics and Gynecology in the Medico-Chirurgical College of Phil- 
adelphia. 42 Illustrations. 202 pages. 12mo. Extra Blue Cloth . . . .Net, 1.00 

STRAUB— Symptom Register and Case Record. 

Designed by D. W. 8traub, M.D. It gives in plain view, on one side of 
the sheet, 7^ x 1(^ inches, the Clinical Record of the sick, including Date, 
Name, Residence, Occupation, Symptoms, Inspection (Auscultation and Per- 
cussion), History, Respiration, Pulse, Temperature, Diagnosis, Prognosis, 
Treatment (special and general), and Remarks, all conveniently arranged, 
and with ample room for recording, at each call, for four diiferent calls, each 
item named above, the whole forming a clinical history of individual cases of 
great value to every Practitioner. Published in stiff Board Tablets, of 60 
sheets each, at SO oento, net, per tablet ; and in Book-form, flexible binding, 
with Alphabetical Marginal Index Net •TS 

THRBSH-Water Supplies. 

By J. C. Thresh, D.ScLond., M.B., F.I.C., F.C.8., Lecturer in Sani- 
tary Science, King*s College, London, etc. City Authorities, Town Councils, 
Levy Courts, County Councils, Farmers, Owners of Villas or Private Resi- 
dences in the Country, Settlers in newly-opened Districts, Colonists, etc., will 
And this little book of extreme value, as it contains practical hints with ex- 
cellent Illustrations by the score. Illustrated. One Volume. Crown Octavo. 
About 300 pages. CHoth Net, S.OO 

Transactions off the Heetings off tlie British Laryngologlcal 
Association. • 

Vol. 1, 1801. Royal 8vo. 106 pages. Cloth. Price, 8s. 6d Net, .TS 

Vol. II, 1892. Royal 8vo. 100 pages. Cloth. Price, 8s. 6d Net. .TS 

Vol. Ill, 1803. Royal 8vo. 106 pages. Cloth. Price, 8s. 6d Net, .75 

Vol. IV, 1804. Royal 8vo. 75 pages. Cloth. Price, 8s. 6d Net, .75 

ULTZMANN— The Neuroses off the Qenlto-Urinary System 
In the flale. 

With Sterility and Impotence. By Dr. Ultzmann, Professor of Genito- 
urinary Diseases in the University of Vienna. Translated, with the author's 
permission, by Gardner W. Allbn, M.D., Surgeon in the Genito-Urinary 
Department, Boston Dispensary. Illustrated. 12m(>. Extra Cloth . . . Net, 1.00 
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VOUQHT— Chapter on Cholera for Lay Readers. 

History, Symptoms, Preveutiou, and Treatment of the Disease. By 
Waltrb VonOHT, Ph.B., M.D., late Medical Director and Pbysician-in- 
Charge of the Fire Island Quarantine Station, Port of New York ; Fellow of 
the New York Academy of Medicine, etc. Illustrated. 12mo. 106 pages. 
Flexible Cloth Net, • .T* 

WITHERSTINE— Intematloiial Pocket Medical Formulary. 

Arranged Therapeutically. By C. Suxvkb Withbhsitins, M.8., M.D., 
Visiting Physician of the Home for the Aged, Gennantown, Philadelphia ; 
late House-Surgeon to Charity Hospital, New York, etc Including more 
than 1800 Formulas from seyeral hundred well-known authorities. With an 
Appendix containing a Poiological Table, the newer remedies included; 
Formulas and Doses of Hypodermatic Medication, including the newer 
remedies ; Uses of the Hypodermatic Byringe, etc. 275 printed pages, besides 
extra blank leaves for new formulas. Elegantly printed, with red lines, edges, 
and borders. Illustrated. Bound in Leather, with Side-Flap Net, 9JH^ 

YOUNQ-'SynopsIs off Human Anatomy. 

Being a Complete Compend of Anatomy, including the Anatomy of the 
Viscera, and numerous Tables. By Jambs K. Young, M.D., Instructor in 
Orthopasdic Surgery and Assistant Demonstrator of Surgery in the Univer- 
sity of Pennsylvania, etc. Illustrated with 70 Wood-EIngravings. 830 pages. 
12mo. Extra aoth Net, 1.44> 



The following Publloatione are Sold only by Subaoription^ 
or sent Direot on Reoeipt of Prioe, Shipping 

Expentea prepaid. 

Annual off the Universal fledlcal Sciences. 

A Yearly Report of thi Progress of the General Sanitary Sciences 
Throughout the World. Edited by Chablks E. Hajous, M.D., formerly 
Lecturer on Rhinology and Laryngology in Jefferson Medical College, Phila- 
delphia, etc., and Seventy Associate Editors, assisted by over Two Hundred 
Corresponding Editors and Collaborators. In Five Koyal Octavo Volumes of 
about 600 pages each. Illustrated with Chromo-Lithographs, Engravings, 
Maps, Charts, and Diagrams. Being intended to enable any physician to 
possess, at a moderate cost, a complete Contemporary History of Universal 
Medicine. Subscription Price per year (including the UniventU Medical 
Journal for one year), in United States, Cloth, 5 vols.. Royal Octavo, •Ift.OO ; 
Half-Russia •S04>0> 

Great Britain, Cloth, M4 7b« ; Half-Russia, MS 10s. France, Cloth, 
98 ftr. 95; Half-Russia, 1S4 tr. 8ft. 
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The ''Universal Medical Journal" is a Monthly Review of the practical 
branches of Medicine and Surgery, and is supplied free to the subscribers to 
the ''Annual " ; to non-subscribers, per year •2.0<^ 

ADAMS— History of the Life of D. Hayes Agnew, M.D., LL.D. 

By J. 'Howx Adams, M.D. A fascinating life-history of one of the 
world's greatest surgeons. Royal Octavo. 876 pages. Handsomely printed, 
with Portraits and other Illustrations. Extra Cloth, net, •S^O. Half-Mo- 
rocco, Gilt Top Net, 8.50 

KRAFFT-EBINQ— Psychopathia Sexualls. 

With Especial Reference to Contrary Sexual Instinct. A Medico-Legal 
Study of Sexual Insanity. By Dr. R. von Krafft-Ebino, Professor of 
Psychiatry and Neurology, University of Vienna. Authorised Translation 
of the Seventh EUilarged and Revised German Edition, by Charles Gil- 
BBRT Chaddocx, M.D., Profcssor of Nervous and Mental Diseases, Marion- 
Sims College of Medicine, St. Louis. Royal Octavo. 482 pages. Cloth, net, 
•80)0. Sheep Net, 4.0O 

RANNEY— Lectures on Nervous Diseases. 

From the Stand-point of Cerebral and Spinal Localisation, and the 
Later Methods Eknployed in the Diagnosis and Treatment of these Aifections. 
By Ambrosb L. Rannbt, A.M., M.D., formerly Professor of the Anatomy 
and Physiology of the Nervous System in the New York Post-Graduate Med- 
ical School and Hospital, etc.; Author of **The Applied Anatomy of the 
Nervous System,*' " Practical Medical Anatomy," etc. Profusely Illustrated 
with Original Diagrams tfhd Sketches in Color by the author, carefully se- 
lected Wood-Engravings, and Reproduced Photographs of Typical Cases. 
Royal Octavo. 780 pages. Cloth, •S.ftO. Sheep, •6.50. Half -Russia ... 7. DO 

SAJ0U5— Lectures on the Diseases of the Nose and Throat. 

Delivered at the Jefferson Medical College, Philadelphia. By Charlks 
E. Sajous, M.D., formerly I/ecturer on Rhinology and Laryngology in Jeffer- 
son Medical College; Vice-President of the American Laryngological Asso- 
ciation, etc Illustrated with 100 Chromo-Lithog^raphs, from Oil-Paintings 
by the author, and 98 Engravings on Wood. Rojral Octavo. Cloth, 94.00. 
Half-Russia 5.00- 

SCHRENCK-NOTZINQ— SuggesUve Therapeutics in Psycho- 
pathia Sexualls. 

By Db. a. von Sohrbncx-Notzino, of Munich. Authorized Transla- 
tion of the Latest Revised German Eldition, by C. G. Chaddock, M.D. An 
invaluable supplementary volume to Dr. R. von Krafft-Ebing's masterly 
treatise on '* Psychopathia Sexualis" (also translated by Dr. Chaddock). 
A Hand-book of Treatment of Sexual Pathology upon sound and effective 
principles. Royal Octavo. About 860 pages. Cloth, net, SS.SO. Sheep . Net. 3.50* 
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STANTON— The Encyclopedia of Face and Form Reading. 

Or Personal Traits, both Physical and Mental, Revealed by Outward 
Signs Through Practical and Scientific Physiognomy. Being a Manual of 
Instruction in the Knowledge of the Human Physiognomy and Organism. 
Hy Mary Olmsted Stanton, author of *'A Practical and Scientific 
Treatise on Physiognomy" ; ''A Chart for the Delineation of Mental and 
Physiological Characteristics,'* etc. With an outline of study, glossary, and 
classified suggestive questions and elaborate aids to the study, together with 
original articles upon vital subjects by distinguished authorities. Second 
Edition, Revised. Profusely Illustrated. Royal OcUvo. over 1800 pages. 
Cloth, 94.00 ; Sheep or Half-Russia 95.00 

Journal of Laryngology, Rhlnology, and Otology. 

An Analytical Record of Current Literature Relating to the Throat, 
Nose, and Ear. Issued on the First of Each Month. Edited by Dr. Norris 
Wolfenden, of London ; Dr. John Macintyrb, of Glasgow, and Dr. 
DUNDAS Grant. Price, ])er year, inclusive of postage 90s. or ft. 00 

For single copies, however, a charge of Ss. 6d. (ftO eents) will be made. 

The Medical Bulletin. 

A Monthly Journal of Medicine and Surgery. Edited by John V. . 
Shoemaker, M.D., LL.D. Articles by the beet practical writers pro- 
curable. Every article as brief as is consistent with the preservation of 
its scientific value. Therapeutic notes by the leaders of the medical pro- 
fession throughout the world. Subscribe now. Terms, per year, in advance 
in United States, Canada, and Mexico 1.00 

In England and Australia, ft shillings; France, 6 firanos; Japan, 1 
yen ; Germany, ft marks ; Holland, 3 florins. 

The Universal Medical Journal. 

A Monthly Magazine of the Progress of Every Branch of Medicine in 
All Parts of the World. Edited by Charlrs E. Sajous, M.D., Editor-in- 
Chief of the '* Annual of the Universal Medical Sciences." Subscription 
Price, in United States, per year 2.00 

In other countries of the Postal Union, 8s. 6d. or 10 fr. ftO. 
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